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HE purpose of this communication is to re- 

port our experiences with globin insulin in 
the treatment of diabetes mellitus in this Clinic 
since June, 1944. Publication until now was 
purposely postponed because of (a) the need of 
definite proof that globin insulin is capable of 
serving a purpose for which the presently avail- 
able insulins, either by themselves or in com- 
bination with each other, fail; and (6b) the 
limited significance which is to be attached to a 
small number of cases and short-period observa- 
tions because of the many factors which may 
influence the response to any type of insulin 
not only in different individuals but in the 
same individual at different times. A survey 
of the literature on globin insulin since the 
first report? clearly shows that small numbers 
of cases and short-period observations account 
to an appreciable extent for the conflicting 
conclusions. 


OBJECTION TO ANOTHER Form or INSULIN 


Addition of another type of insulin which 
would be no more effective than the two in 
common use at present, unmodified and prota- 
mine zine, either by themselves or in combina- 
tion with each other, would, in our opinion, not 
only not be warranted, but might actually do 
harm. Even with the two above-mentioned 
insulins presently in use confusion is not uncom- 
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mon. Though each has its definite indications 
and limitations, many patients, and, judging 
from our experiences, even pharmacists at 
times, regard them as interchangeable. 


NEED OF ANOTHER FORM OF INSULIN 


A disadvantage of unmodified insulin is the 
need, in the severe cases, of three, and, at times, 
in very severe cases, four injections a day. 

Protamine zine insulin (P.Z.I.) also has its 
limitations. A characteristic finding in cases 
of severe diabetes treated with P.Z.I. is the un- 
reliability of the blood sugar in the fasting state 
as an indication of the degree of control of the 
diabetes. As is well known, in uncomplicated 
moderately severe cases, a single injection of 
P.Z.1I. controls the hyperglycemic response to 
the ingestion of food satisfactorily.2_ In severe 
cases, however, or in complicated cases moder- 
ately severe only, control is very difficult. 
Though the blood sugar the following morning 
may be perfectly normal, or even well below 
normal, and thus suggest good control, the 
control during the greater part of the day, due 
to the meals, may actually be very poor. A 
recent case is an example, 

In this case (Hosp. No. 94/47) the diabetes was 
associated with slight cellulitis of a toe and, daily, for 
two consecutive weeks, the blood sugar was not only 
perfectly normal in the fasting state, but a number of 
times was well below normal. Thus: 0.071, 0.080, 0.087, 
0.047, 0.039, 0.087 0.056, 0.082, 0.055, 0.116, 0.080, 
0.063, 0.076 and 0.082%. In spite of this apparently 
very satisfactory control, however, the toe did not heal 
as rapidly as was expected. Consideration was, there- 
fore, given to the possibility that, though the blood 
sugar was normal in the fasting state, it was high dur- 
ing the greater part of the day, particularly after meals. 
To test this, blood sugar estimations were made two 
hours after breakfast and two hours after the noon 
meal, and on the day when there was marked hypo- 
glycemia in the fasting state (blood sugar 0.039%), 
the blood sugars two hours after breakfast and two 
hours after lunch were 0.357 and 0.285% respectively. 
Further deceptive was the absence of sugar in-the urine, 
due to the raised renal threshold for glucose common in 
such cases. 

That another type of insulin is highly desir- 
able is seen in the cases in which the diabetes 
is controlled much better with a simultaneous 


injection of unmodified insulin and P.Z.I. than 
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with unmodified insulin alone or P.Z.I. alone. 
To obtain uniform results, however, in our ex- 
perience, it is necessary to employ separate 
syringes and inject each insulin in a separate 
part of the body. Peck’s mixtures,* in our ex- 
perience, have not proved satisfactory, fitting 
in with carefully controlled tests in animals. 
However, even with this form of treatment, the 
results are by no means uniformly satisfactory 
in severe cases, the fasting blood sugar being 
as deceptive as with P.Z.I. alone. The un- 
modified insulin may control the hyperglycemic 
response to the ingestion of the morning meal. 
Its action, however, in severe cases is not suffi- 
ciently prolonged to control the blood sugar 
after the noon and evening meals. The result 
is marked hyperglycemia during the greater 
part of the day, and, though opinions differ as 
to the harm of a high blood sugar, the consensus, 
both elinieal and that based upon animal ex- 
perimentation, points to definite harm. 

An advantage of globin insulin, therefore, 
appeared to be that, though its action is slower 
than that of unmodified insulin, it is more rapid 
than that of P.Z.I. Acting more rapidly than 
P.Z.I., it should more effectively control the 
hyperglycemic response to the ingestion of food. 
The extent to which it would control the blood 
sugar during the remainder of the 24 hours 
would depend not only upon the prolongation 
of its action, but, also, upon the severity of the 
diabetes. Therefore, in order to determine the 
exact place of globin insulin in the treatment 
of diabetes mellitus — indications and _ limita- 
tions — it was decided to investigate it on a 
scale similar to that which we had employed in 
our evaluation of P.Z.I. and other mixtures of 
zine and insulin.* » ® * & 


PRELIMINARY STUDIES —- UNCOMPLICATED, 
AMBULATORY DIABETICS 


Selection of subjects—For the preliminary 
study, it was decided to restrict the observations 
to private office patients. As is well known, for 
economic reasons, private patients are more 
likely to follow treatment carefully than those 
who attend out-door clinics. The cases were 
also restricted to (a) those in whom there were 
no known associated conditions to interfere with 
the action of insulin, and (6b) those who had 
been under observation for a period of no less 
than two years. The control of the diabetes in 
these cases with the other forms of insulin was, 
therefore, well known. 





Blood sugar tests—In view of the above ob- 
servations on the unreliability, at times, of the 
blood sugar in the fasting state, estimations 
were also made three hours after meals. A sum- 
mary of the experiences with the first 500 blood 


- Sugar estimations is shown in Table I. 


TAaBLe I, 


SHOWING EFFECTS OF DIFFERENT TYPES OF INSULIN 
TREATMENT UPON THE BLOOD SUGAR IN THE 
FASTING STATE AND 3 HOURS AFTER MEALS 


Blood sugar 

Post- 

Dose Fasting prandial 

No Insulin* (units) Tests a.m. a.m. 
1 PZI 50 10 132 169 
G-I 50 10 151 152 

2 PZI 30 17 129 180 
G-I 30 17 160 150 

3 PZI 35 11 118 193 
G-I 30 a 168 154 

4 PZI 20 15 126 177 
G-I 20 15 160 146 

5 PZI/UMI 20/10 10 113 156 
G-I 0 10 158 167 

6 PZI/UMI 30/20 13 157 153 
G-I 40 13 153 156 

7 PZI/UMI 40/20 12 160 158 
-I 60 12 163 156 

8 UMI (b.i.d.) 20/15 10 132 137 
-I 35 10 165 150 

9 UMI (b.i.d.) 30/20 16 148 163 
G-I 50 16 168 164 

10 UMI (b.i.d.) 35/10 12 137 135 
G-I 40 12 168 165 


A.M. = Average blood sugar—mgms. per 100 c.c. 

PZI = Protamine zinc insulin. 

G-I =Globin insulin 

PZI/UMI =Simultaneous injection of protamine zinc 
insulin and unmodified insulin, with 
separate syringes and in separate sites. 

UMI (b.i.d.) = Unmodified insulin before breakfast and 
before evening meal. 


It will be noted that in all of the four cases 
in which the effects of globin insulin were com- 
pared with those of P.Z.I., the average degree 
of control of the diabetes in the strictly fasting 
state ‘was better with P.Z.I. than with globin 
insulin. On the other hand, the average degree 
of control of the diabetes in the post-prandial 
state was better with globin insulin than with 
P.Z.I. 


In the three cases in which globin insulin was 
compared with the combination of P.Z.I. and 
unmodified insulin, the mixture was more effec- 
tive than globin insulin in controlling the blood 
sugar in the fasting state in one ease. In the 
two remaining cases, the globin insulin was as 
effective as the mixture of the two other in- 
sulins. This applied equally to the degree of 


control of the diabetes in the post-prandial 
state. 
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In all of the three cases in which a single 
injection of globin insulin was compared with 
two injections of unmodified insulin—one be- 
fore breakfast and one before the evening meal 
—the two injections of unmodified insulin con- 
trolled the diabetes in the fasting state better 
than the single injection of globin insulin and 
also in two of the eases in the post-prandial 
state. In the remaining case, the average con- 
trol of the diabetes in the post-prandial state 
was the same with both forms of treatment. 

While the above-mentioned studies were in 
progress, our attention was drawn to a paper 
to be read at the meeting of the American 
College of Physicians by Drs. Roberts and 
Yater, of Washington, on ‘‘Comparison of the 
clinical use of protamine zine insulin and globin 
insulin in equal doses’’. Drs. Roberts and 
Yater® very kindly let us have their data which 
have since then been published, and they clearly 
showed that these authors had also made use of 
blood sugar estimations during the day as a 
means of determining the control of the diabetes 
in relationship to ingestion of food, rather than 
relying upon a single estimation of the blood 
sugar in the fasting state. From these data, 
it was obvious that further studies of a similar 
character in uncomplicated, moderately severe 
diabetics would serve no useful purpose in view 
of (a) the large number of cases which had 
been investigated by these authors and (b) the 
eare with which the data had been obtained. 
These clearly indicated that in uncomplicated, 
moderately severe diabetics, globin insulin con- 
trols the diabetes in a more nearly normal way 
in more cases than an equal amount of P.Z.I. 
In Fig. 1 are reproduced the comparative blood 
sugar time curves obtained by Drs. Roberts and 
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Fig. 1—Composite blood sugar time curves showing 
influence of meals upon blood sugar in diabetics 
treated with P.Z.I., globin insulin and no insulin. 


(Robert, J. T. and Yater, W. M.: Ann, Int. Med., 26: 
41, 1947.) ° 
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Yater in relationship to meals with globin 
insulin, P.Z.I. and no insulin. 


STupDIES IN CASES REFRACTORY TO UNMODIFIED 
INSULIN AND PROTAMINE ZINC INSULIN 


In view of the above observations, we decided 
to concentrate upon eases difficult to control, 
though uncomplicated, and upon cases in which 
the diabetes was associated with some other 
condition, surgical or medical, which tended to 
interfere with the action of insulin. It is in 
such cases that there is a great need for another 
form of insulin. A vicious circle results from 
these complications. The associated condition 
(heart failure, cellulitis, gangrene, ete.) inter- 
feres with the action of the insulin and, thus, 
results in poor control of the diabetes. This 
further aggravates the associated condition, be- 
cause of the resultant poor nutrition and, this, 
in turn, still further interferes with the action 
of the insulin. It was, therefore, in such cases 
that an attempt was made to determine whether 
globin insulin by itself, or in combination with 
unmodified insulin or with P.Z.1., offers a more 
effective method of treatment and, thus, war- 
rants the addition of globin insulin to the two 
other insulins now generally in use. 

How difficult it may be, at times, to control 
the diabetes, because of the influence of the 
associated condition, particularly infection, in 
spite of all of the presently available measures 
may be seen in Fig. 2, in which is graphically 
recorded average blood sugar time curve of 65 
such eases. In each ease, in order to determine 
the effectiveness of the insulin administered, 
blood sugar estimations were made so as to show 
(a) the influence of the three regular meals of 
the day; (b) the influence of the between-meal 
feedings of carbohydrate with our high carbo- 
hydrate-low calorie diet; (c) the degree of 
control of the diabetes in the early part of the 
evening; and (d) the degree of control in the 
strictly fasting state. These 65 cases included 
a variety of uses of insulin, in the attempts to 
overcome the poor control of the diabetes; un- 
modified insulin every 8 hours and, at times, 
every 6 hours during the day; various combina- 
tions of unmodified insulin and P.Z.I. in the 
morning only; similar combinations in the 
morning, together with an injection of un- 
modified insulin or P.Z.I. in the evening, ete. 
In spite of all of these measures it will be noted 
that the control of the diabetes was not only 
poor during the day but’that there was definite 
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hyperglycemia even in the strictly fasting state. 
In diabetes complicated by gangrene, the in- 
cidence of amputations is raised, because of the 
resultant poor nutrition. 
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Fig. 2.—Composite blood sugar time curves based 
upon 65 curves showing effects of meals and between- 
meal feedings of carbohydrate upon blood sugar in 
eases of diabetes complicated by conditions which 
interfered with the action of insulin. 


LIMITATIONS OF INDIVIDUAL CASES 


Interesting and instructive as the experiences 
in individual cases may be, early in this in- 
vestigation it became obvious that in the evalua- 
tion of globin insulin, as in the evaluation of 
the two insulins in use—unmodified insulin and 
P.Z.I.—limited significance only could be at- 
tached to the findings in any individual case, 
good, bad or indifferent, because of the many 
variables. The most reliable method would be 
to make a large number of blood sugar tests 
under different conditions, calculate the aver- 
age blood sugar under each set of conditions 
and subject the average to the proper statistical 
tests to determine its significance. The following 
are examples of some of the pitfalls. 


UNRELIABILITY OF NEW CASES 


In new cases, though the diabetes may appear 
to be severe, judging from the degree of hyper- 
glycemia and glycosuria, quite often it may be 
so readily controlled, regardless of the type of 
insulin employed, that the patient is able to 
discontinue the insulin before it is possible to 
compare it with any other form of ‘insulin. 
Thus: 


Hosp. No. 860/46. Associated condition: hyper- 
tension; blood sugar in fasting state, 0.312% ; glycosuria. 
With 40 units of unmodified insulin, the diabetes was 
so improved that eventually (27 days later) the patient 
required no insulin. No opportunity was, therefore, 
afforded to test the effects of an equal amount of 
globin insulin. 

Hosp. No. 2424/46. Associated condition: 
myocardial disease with heart failure. Blood sugar in 
fasting state, 0.238%, glycosuria. In this case, treat- 
ment was instituted with 20 units of globin insulin once 
daily. Following recovery from the heart failure (21 


chronic 





days later) the patient required no insulin. Here, there- 
fore, no opportunity was afforded to test the effects of 
an equal amount of unmodified insulin or of P.Z.I. 

Similar experiences were met with in surgical cases. 
Hosp. No. 1797/46: (fracture—dislocation of shoulder) 
is an example. Treatment was instituted with globin 
insulin; but, following the operation, the diabetes was 
well controlled without insulin. No opportunity was 
thus afforded to compare the globin insulin with the 
effects of a similar dose of any other insulin. 


SELECTION OF SUBJECTS 


In view of such experiences, this investiga- 
tion was restricted as much as possible to those 
cases in which the degree of control of the 
diabetes in relationship to insulin dosage was 
well known for some time and in which, re- 
gardless of the form of insulin treatment— 
unmodified insulin alone, P.Z.I. alone, or com- 
binations of unmodified insulin and P.Z.L.; 
whether administered in single doses; at 6 or 8 
hour intervals; or in relationship to meals, ete. 
—the results were not satisfactory. 


INFLUENCE OF STAGE OF ILLNESS ON THE 
ACTION OF INSULIN 


Rigid adherence to the above selection would 
have excluded an opportunity to determine the 
value of globin insulin in many acutely ill cases. 
Where such cases were included, however, an 
important variable which had to be considered, 
was the fact that, regardless of the type of 
insulin employed, much better results were to 
be expected when the associated condition (in- 
fection, ete.) which interfered with the action 
of the insulin was under control than at the 
beginning of treatment. In such eases, there- 
fore, no advantage was attributed to globin 
insulin unless, in spite of its use at the beginning 
of treatment, that is, at the worst stage of the 
illness, the results were either better than or as 
good as with the other forms of insulin treat- 
ment during the latter part of the illness or 
during the stage of convalescence. 


STANDARDS OF CONTROL 


Poor control.—The control of the diabetes 
was regarded as poor, when the blood sugar was 
above 0.150% in the fasting state or above 
0.200% after meals, whether the urine was or 
was not free from sugar, because of the fre- 
quency of a raised renal threshold for glucose 
in such eases. For example, in a case associated 
with heart failure (No. 1115/46) though the 
urine remained free from sugar, the blood sugar 
in the fasting state ranged between 0.217 and 
0.416%. 
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Fair control.—The control of the diabetes was 
regarded as fair only when the blood sugar was 
above normal but no higher than 0.150% in the 
fasting state and not above 0.200% after meals. 

Good control.—The diabetes was regarded as 
under good control when (a) the urine was free 
from sugar (b) the blood sugar was perfectly 
normal in the fasting state and (c) the blood 
sugar was not higher than 0.180% after meals. 


COMPARISON OF SINGLE DAILY INJECTIONS OF 
GLOBIN INSULIN WITH SINGLE DAILY 
INJECTIONS OF P.Z.I. 


In such refractory cases as those selected for 
this study, good control has never been noted 
by us with a single daily injection of P.Z.L., 
though the blood sugar may have been normal 
in the fasting state. However, in a number of 
cases, in spite of the associated conditions, a fair 
degree of control of the diabetes has been noted, 
and, in some of the eases tested, equally fair 
control was obtained with globin insulin. Such 
cases, alone, however, would not justify the 


introduction of another type of insulin. The 
following are examples: 
Hosp. No. 908/46. Associated conditions: arterio- 


sclerosis peripheral neuritis. With P.Z.I., the average 
of nine blood sugars in the fasting state was 0.145%, 
and the average of a similar number of blood sugars, 
in the fasting state, with globin insulin was 0.143%. 

Hosp. No. 1234/46. Associated conditions: neuro- 
syphilis: Average blood sugar in fasting state with 
P.Z.I., 0.158%. With globin insulin, average blood 
sugar, 0.142%. 


COMPARISON OF Two INJECTIONS OF GLOBIN 
INSULIN WITH Two INJECTIONS oF P.Z.I. 


In eases which required three injections of 
unmodified insulin daily, an attempt was made 
to reduce the number of injections by use of 
P.Z.I. twice a day, but the results were poor. 
An attempt was, therefore, made to replace the 
three injections of unmodified insulin by two 
injections of globin insulin, and in most cases 
in which the P.Z.I. failed, the globin insulin 
also failed. Here, therefore, there was again 
no justification for introduction of another form 
of insulin. The following is an example: 


Hosp. No. 1856/46. Female, aged 55 years. Asso- 
ciated conditions: dermatitis; peripheral neuritis. On 
admission, the urine contained sugar and acetone bodies, 
and the blood sugar in the fasting state was 0.285%. 
With two doses of P.Z.I., the average blood sugar in 
the fasting state was 0.176%; with globin insulin, it 
was 0.209%; whereas, with the three injections of un- 
modified insulin, it was 0.149%. o 





COMPARISON OF SINGLE INJECTIONS OF GLOBIN 
INSULIN WITH THREE INJECTIONS OF 
UNMODIFIED INSULIN 


Occasionally, however, it was found that three 
injections of unmodified insulin could be re- 
placed by a single injection of globin insulin. 
Thus: 


Hosp. No. 1115/46. Associated conditions: chronic 
myocardial disease with heart failure. With a single 
dose of globin insulin in the morning, varying between 
45 and 60 units, the average blood sugar, in the fasting 
state, was almost exactly equal to the average blood 
sugar with 15 to 20 units of unmodified insulin three 
times a day. The average of the blood sugar in the 
fasting state with the globin insulin was 0.286% and 
that with the unmodified insulin was 0.283%. At this 
stage, it will be noted that the control with both globin 
insulin and unmodified insulin was poor. The purpose, 
here, however was merely to determine whether a single 
dose of globin insulin could control the diabetes as well 
as the same number of units of unmodified insulin, 
divided into three injections. The following cases are 
more suggestive of an advantage of globin insulin. 


SUGGESTIVE ADVANTAGE OF GLOBIN INSULIN 


Hosp. No. 3916/46. Associated condition: cellulitis 
of foot. In this case, the globin insulin was employed 
at the beginning of the treatment, that is, the worst 
stage of the illness, when the patient had a temperature 
of 102° F. In spite of the severe infection with fever, 
the blood sugar in the fasting state was reduced from 
0.256 to 0.168% with a single daily injection of 30 units 
of globin insulin; whereas, later, when there was less 
infection and less fever, a better degree of control was 
obtained by use of unmodified insulin but with a total 
dosage of 40 units divided into three injections a day. 

Hosp. No. 2428/46. Associated condition: ulceration 
of leg. In this case, though much better control of the 
fasting sugar was obtained with 40 units of unmodified 
insulin, divided into three injections, the average blood 
sugar in the fasting state, with a single daily injection 
of globin insulin, was reduced from that of 0.285% on 
admission to 0.168%. Here, also, the globin insulin 
was used at the beginning of the treatment, that is, 
at the worst stage of the illness; whereas, by the time 
the unmodified insulin was employed the ulcer was 
‘‘elean and granulating well’’. 


DEFINITE ADVANTAGE OF GLOBIN INSULIN 


Hosp. No. 2174/46. Associated conditions: gangrene; 
suppuration of foot. In this case, the diabetes was 
brought under better control with 60 units of globin 
insulin, divided into two injections, than with a similar 
total dosage of unmodified insulin divided into three 
injections. Here, again, the globin insulin was employed 
at the beginning of treatment, when the suppuration 
and fever were at their maximum. During the treat- 
ment with globin insulin, the average blood sugar in 
the fasting state was 0.170% and, with the unmodified 
insulin, it was 0.169%. 

Hosp. No. 8425/45. Associated condition: hyper- 
tension. A single daily injection of globin insulin con- 
trolled the diabetes practically as well as an equal total 
dosage of unmodified insulin into two injections a day. 
With the unmodified insulin, the average blood sugar in 
the fasting state was 0.153%; whereas, with the globin 
insulin it was 0.136%. ' 

Hosp. No. 5903/45. »Associated conditions: cellulitis 
of foot; osteomyelitis. A single injection of globin 
insulin was as effective as ‘an equal total dose of un- 
modified insulin, divided into two injections a day. 
Before the first operation (incision of abscess), the 
average blood sugar in the fasting state with the un- 
modified insulin was 0.164%, and, after the incision, 
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the average blood sugar was 0.140%. The incision, how- 
ever, did not result in ultimate cure; there was still 
infection which required subsequent amputation of the 
affected toe. Suggestive, therefore, was the fact that, 
before the amputation, in the presence of the infection, 
the average blood sugar in the fasting state with a 
single injection of globin insulin was almost normal, 
namely, 0.127%. 

Hosp. No. 8561/45. Associated conditions: gangrene; 
suppuration; amputation. In this case, the average 
blood sugar in the fasting state with unmodified insulin, 
divided into three injections, was 0.140% before the 
amputation of the toes, and 0.133% after amputation. 
The fever persisted however, and it was later necessary 
to amputate the affected leg. Before amputation of the 
leg, in spite of the fever, the blood sugar in the fasting 
state with a similar total dosage of globin insulin in 
one injection was 0.139%, and, after the operation, the 
average blood sugar was 0.154%. 

Hosp. No. 1248/46. Associated condition: eczema. 
With 45 units of unmodified insulin, divided into three 
injections, the average blood sugar in the fasting state 
was 0.196%; whereas, with a single injection of 45 
units of globin insulin, the average blood sugar was 
perfectly normal, namely, 0.110%. When the dosage 
of globin insulin was reduced from 45 to 40 units, 
there was a temporary increase of the blood sugar to 
0.133%, but this also returned to the normal level of 
0.113%. 


INFLUENCE OF MEALS AND BETWEEN-MEAL 
FEEDINGS OF CARBOHYDRATE ON BLOOD | 
SuGAR LEVEL 


A limitation of the significance of all of the 
above data is the fact that the degree of control 
of the diabetes was judged by the blood sugar 
in the fasting state; whereas, as shown above, 
in spite of a normal blood sugar in the fasting 
state, the hyperglycemic response to the inges- 
tion of a meal may be very marked. Therefore, 
in order to compare the effectiveness of globin 
insulin with the control obtained with the other 
two insulins, either by themselves or in com- 
bination with each other, use was made of blood 
sugar time curves, which showed the concentra- 
tion of sugar in the blood in relationship to 
(a) the three usual meals; (b) the between meal 
feedings of carbohydrates; (c) the metabolism 
in the early part of the evening; and (d) in 


TABLE IT. 


TIME RELATIONSHIP BETWEEN INGESTION OF Foop 
AND ESTIMATION OF BLOOD SuGAR 








eee Blood test 
$.00-8.30.......... Breakfast 
a irlade Satie anes Blood test 
RE DO-410.90. ...5555. Between-meal feeding of COH* 
ee Ns aos sesh odie Blood test 
IZBS-100. 2.2.4.2. Noon meal 
Blood test 
SR04.10. .....5.5, Between-meal feeding of COH 
NS dow ate. cates Blood Test 
> | | Evening meal 
ESR es Blood test 
Ue ht i al i's Blood test 
Do sc ees Evening feeding of COH 
7.30 a.m. (next day) Blood test 


*20 gm. carbohydrate 


the fasting state the following morning. In 
Table II are shown the time relationships be- 
tween the ingestion of food and estimation of 
the blood sugar. 

The results may be briefly summarized by 
stating that not a single curve conformed to 
the above-mentioned standards of good or even 
to fair control. Because of the associated con- 
ditions (infection, ete.) which interfered with 
the action of insulin, marked hyperglycemia, 
particularly after meals, was common. Of in- 
terest here, however, are not the absolute blood 
sugar values, but the variations from the basal 
level. The average findings of 50 such blood 
sugar time curves are graphically recorded in 
Fig. 3. 
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Fig. 3.—Composite blood sugar time curves showing 
variations of blood sugar from basal (mgm. per 100 
c.c.) during treatment with unmodified insulin, prota- 
mine zine insulin, unmodified and P.Z.I. combined and 
globin insulin in cases complicated by conditions 
which interfered with the action of insulin. 


It will be noted that the least variations oc- 
curred with globin insulin. The three meals 
and the between-meal feedings of 20 grams of 
carbohydrates had no effect on the blood sugar, 
except after breakfast; whereas, there was a 
definite hyperglycemic response to the meals 
with unmodified insulin at 8-hour intervals, with 
single doses of. protamine zine insulin and 
simultaneous injections of unmodified insulin 
and protamine zine insulin. 

A possibility which had to be considered here 
was that, on the days these tests were done, 
the blood sugars in the fasting state were lower 
during the tests with globin insulin than with 
the other forms of insulin treatment. There- 
fore, with a better control to begin with, a 
lesser hyperglycemic response to the ingestion 
of food was to be expected. Analysis of the 
data, however, clearly showed that the average 
blood sugar in the fasting state was higher 
during the tests with globin insulin than with 
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all of the other forms of insulin treatment. In 
spite of this, however, the globin insulin con- 
trolled the blood sugar after the meals better 
than the other forms of insulin treatment. 


COMBINATION OF GLOBIN INSULIN AND P.Z.I. 

At this stage of the investigation, it will be 
noted that, though in isolated cases, globin 
insulin proved more satisfactory than unmodi- 
fied insulin alone, P.Z.I. alone or combinations 
of the two, no appreciable advance had been 
made in the treatment of diabetes mellitus, com- 
plicated by conditions which interfere with the 
action of insulin. As in the preliminary studies 
in the ambulatory, uncomplicated cases, globin 
insulin appeared to control the diabetes better 
during the day by controlling the blood sugar 
following ingestion of food; whereas, P.Z.I., be- 
cause of its slower action, served best in con- 
trolling the blood sugar during the night. It, 
therefore, occurred to us to try the effects of 
a combination of globin insulin and P.Z.I. in 
such cases, and it will be noted that the results 
have been very satisfactory and, thus, justify 
fully the addition of globin insulin to the two 
insulins. 


Hosp. No. 3666/46. 
treatment might be beneficial was in a severe case of 
diabetes of 19 years’ duration, complicated by an infec- 
tion of the foot. To control the diabetes, with un- 
modified insulin, it was necessary to inject 20 units 
every 8 hours. With this method of treatment, the blood 
sugar was reduced to the normal level; but an equally 
satisfactory result was obtained with 30 units of globin 
insulin before breakfast and 30 units of P.Z.I. before 
the evening meal. 

Hosp. No. 2310/40. Associated conditions: post- 
operative hypothyroidism; menopausal syndrome; thy- 
roid therapy. This patient has been under our observa- 
tion since 1940 and has followed treatment carefully, 
but the diabetes has never been under satisfactory 
control, possibly, to some extent, because of the neutraliz- 
ing effects of the thyroid medication on the action of 
the insulin. In spite of repeated hospitalization in the 
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, attempts to improve the degree of control of the diabetes, 


marked hyperglycemia and glycosuria had been the rule 
rather than the exception, the blood sugars, in the fast- 
ing state, often ranging between 0.300 and 0.400% (on 
one occasion it was 0.525%) accompanied periodically 
by acetonuria. 

In view of the above-mentioned: experiences with globin- 
insulin in the morning and P.Z.I. in the evening, she 
was re-admitted to the hospital on June 4, 1946, and, 
on this admission, the blood sugar in the fasting state 
was 0.222%. With (a) the same diet, (b) no change 
in the dose of thyroid, and (c) with the same total 
number of units of insulin, but with 20 units of globin 
insulin in the morning and 10 units of P.Z.I. in the 
evening, except for the glycosuria the day following 
admission, the urine remained free from sugar through- 
out her entire period of observation in the hospital, and 
the blood sugar remained perfectly normal. 

Hosp. No. 2672/46. Associated condition: peripheral 
neuritis. When this patient was first seen in June, 1946, 
she brought with her all of her past records which indi- 
cated numerous admissions to various hospitals for 
control of the diabetes without appreciable success. As 
in the above-mentioned case, hyperglycemia and glyco- 
suria were the rule rather than the exception, and, 
when she was first seen by us, the blood sugar, in the 
fasting state, was 0.400%, and the urine contained 
sugar, acetone and diacetic acid. At the beginning of 
treatment with 15 units of unmodified insulin at 8-hour 
intervals, the blood sugars in the fasting state on the 
first two days were 0.234 and 0.244% respectively and 
the urine contained, approximately, 40 grams of sugar 
per day. With no change of total insulin dosage, but 
with 30 units of globin insulin in the morning and 15 
units of P.Z.I. in the evening, the urine was immediately 
rendered free from sugar and the blood sugar was re- 
duced to the perfectly normal level. The subsequent 
nine blood sugars, during the next two weeks, were all 
within the normal limits, 0.095, 0.095, 0.096, 0.076, 0.066, 
0.080, 0.094, 0.069 and 0.074%, and, except for one 
day when she had a ‘‘cold’’, all of the urines were free 
from sugar. Accompanied by this marked improvement 
from the laboratory point of view, there was a general 
improvement in the physical condition; the pallor, 
fatigue, nocturnal frequency, etc. all disappeared, and 
there was also a definite improvement in the neuritis. 


Most SIGNIFICANT SINGLE CASE 


Hosp. No. 527/23. Associated conditions: 
cord bladder; cystitis with marked pyuria. This man 
has been under our observation for over 23 years. Dur- 
ing this long period, he has paid careful attention to 
his diet, and, for the purpose of periodic examination, 
has been admitted to the hospital fifteen times. 

The diabetes became difficult to control when he de- 
veloped cystitis with pyuria early in 1944, as a result 


diabetic 


TaBLeE III. 


Errects oF DIFFERENT Forms oF INSULIN TREATMENT UPON THE BLoop SuGar IN A CASE OF 
Cystitis witH Pyrurta Dus To A D1aBetic Corp BLADDER 


Hospital 
Admitted No. Insulin* 
April 28/44 1389/44 (UMI/PZI) (UMI b.i.d.) 
(UMI q.8.h.) 
Nov. 2/44 3422/44 (UMI/PZI) (UMI t.i.d.) 
May 15/45 1605/45 UMI/PZI 
Oct. 28/45 3509/45 UMI/PZI 
. May 16/46 1779/46 GI-O-PZI 
Nov. 25/46 4174/46 GI-O- PZI 





Blood sugar (mgm. per 100 c.c.) 


Normal 
Number —_—_—__—_——— 
of tests Maz. Min. Average No. % 
22 395 076 185 7 31.8 
14 272 070 173 3 21.4 
10 330 080 144 6 60.0 
14 428 070 248 3 21.4 
13 335 050 110 10 76.9 
9. 295 060 115 8 88.8 


*UMI/PZI =Simultaneous injection of unmodified insulin and protamine zinc insulin. 
UMI b.i.d. = Unmodified insulin before breakfast and before evening meal. 
UMI t.i.d. = Unmodified insulin before breakfast, noon and evening meal. 
UMI q.8.h. = Unmodified insulin at 8.00 a.m., 4.00 p.m. and midnight. 


GI - O - PZI =Globin insulin in morning and protamine zinc insulin in evening. | 
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of a diabetic cord bladder. As the pyuria became more 
and more resistant to treatment, the diabetes became 
progressively more difficult to control, until unmodified 
insulin alone, P.Z.I. alone and different combinations 
of both forms proved almost equally unsatisfactory. 
The first definite improvement was noted with globin 
insulin in the morning and P.Z.I. in the evening. The 
blood sugar data are briefly summarized in Table III. 

It will be noted that though there is no difference 
between the maximum and the minimum blood sugars 
with any of the forms of insulin treatment, the average 
blood sugar during the two periods of treatment with the 
globin-P.Z.I. combination was normal, differing from 
all previous experiences, and that these were not ac- 
cidental findings as a result of isolated very low blood 
sugars which had balanced very high blood sugars— 
that they reflected the mode—may be seen from the 
percentage incidences of normal blood sugars during 
the different periods of observation. It will be noted 
that, though the incidence of normal blood sugars was 
low with all of the other forms of insulin treatment, 
during the two periods of treatment with globin insulin 
and P.Z.I. combined, it was 76.9 and 88.8% respectively. 


The above findings, however, also refer to the 
blood sugar in the fasting state and, thus, 
afford no indication of the degree of control of 
the diabetes throughout the 24 hours. That the 
combination of globin insulin and P.Z.I., how- 
ever, resulted in a much more satisfactory con- 
trol of the diabetes than all of the previous 
methods of insulin treatment is clearly seen in 
the blood sugar time curves graphically re- 
corded in Fig. 4. Except for cases of coma, this 
case is one of the most difficult cases we have 
ever had to treat. It will be noted, however, 
that, though the results were by no means per- 
fectly satisfactory, according to the above- 
mentioned standards, they were far better with 
this new method of treatment than with any 
other previously attempted. Again, it will be 
noted that though the curves were lower with 
the combined globin insulin and P.Z.I., in 
neither case was the blood sugar in the fasting 
state the lowest on the day of the test. 
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Fig. 4.—Showing degree of control of diabetes in 
relationship to meals and between-meal feedings of 
carbohydrate during treatment with different forms of 
insulin in a case complicated by cystitis with pyuria 
which interfered with the action of insulin. 


TaBLe IV. 


SHow1nG DIFFERENT ATTEMPTS TO*CONTROL THE 
DIABETES IN Cases CoMPLICATED BY CONDITIONS 
Wuicu INTERFERED WITH THE ACTION OF INSULIN 





1. Unmodified insulin before breakfast and before the 
evening meal. 

. Unmodified insulin at 8-hour intervals. 

. Protamine zinc insulin once a day. 

. Protamine zinc insulin before breakfast and before the 

evening meal. 

5. Simultaneous injection of unmodified insulin and pro- 
tamine zinc insulin in separate syringes and in 
different sites. 

6. In addition to simultaneous injection of unmodified 
insulin and protamine zinc insulin as described 
above, unmodified insulin before the evening meal. 

7. In addition to simultaneous injection of unmodified 
insulin and protamine zinc insulin as described 
above, protamine zinc insulin before the evening 
meal. 

8. Globin insulin once a day. 


9. — before breakfast and before the evening 
meal. 


10. Globin insulin before breakfast€andJprotamine zinc 
insulin before the evening meal. 


Hm CG bo 


TABLE V. 


INFLUENCE OF DIFFERENT ForMS OF INSULIN TREATMENT 

Uron THE BLoop SuGAr IN THE FAstTING STATE AND 

AFTER MEALS IN Cases oF D1aBetTEs MELLITUS ComMpPLI- 

CATED BY CONDITIONS WHICH INTERFERED WITH THE 
ACTION OF INSULIN 


Blood sugar 


Fasting state Post-prandial 





No Insulin n|M\|SD\|PEm\|n\|M\|SD |PEm 
1 yr . : 166/204) 92.6} 4.8 | 84/163) 80.2| 5.8 
Aa: 
2 |UMT q.8.h 142|143] 73.0] 4.1 | 62/121] 74.6} 6.3 
3 |PZI u.i.d 134|133)| 87.6) 5.1 | 941247) 97.4| 6.9 
4 |PZI b.i.d 26|148)} 80.0) 10.5 | 39/185} 88.8) 9.4 
5 |UMI/PZI 111/168) 90.3} 5.9 | 68/216} 111.0} 9.0 
6 |UMI/PZI-O- 
i 36/165} 76.3) 8.5 | 21/243) 98.7) 14.3 
7 |UMI/PZI-O- 
PZI 14/128] 79.5] 14.4 | 17/222) 90.3) 14.7 
8 |GLu.i.d 56/212! 87.8) 7.8 | 69}/156| 75.4) 6.0 
9 |GI b.i.d. 43}159| 85.9) 8.7 | 36/166} 83.9] 9.3 
10 |GI-O-PZI 164/120) 64.3] 3.4 |118|142) 76.8) 4.9 


n=Number of tests. 
M =Mean (Average blood sugar—mgm. per 100 c.c.) 
SD =Standard deviation. 
PEm= Probable error of mean. 
1 = Unmodified insulin before breakfast and evening meal. 
2 = Unmodified insulin every 8 hours. 
3 =Protamine zinc insulin before breakfast. 
4=Protamine zinc insulin before breakfast and before 
evening meal. 
5=Unmodified insulin and protamine zinc 
simultaneously but 
separate sites. 
6 = Same as (5) plus injection of unmodified insulin before 
evening meal. 
7 =Same as (5) plus injection of protamine zinc insulin 
before evening meal. 
8 =Globin insulin before breakfast. 
9= oesesl insulin before breakfast and before evening 
mea 
=Globin insulin before breakfast and protamine zinc 
insulin before evening meal. 


insulin 
in separate syringes and 
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LIMITATIONS OF INDIVIDUAL CASES 


The above cases, however, though indicating 
satisfactory results, are, as stated above, not as 
significant as average values obtained from a 
large number of observations in a large number 
of cases. For such averages, therefore, from 
the many data which had been obtained under 
a variety of conditions, 1,500 blood sugar values 
were selected strictly at random, ineluding 
estimations in the fasting state and after meals. 
Analysis of the data showed that they repre- 
sented ten different methods of attempts to 
control the blood sugar in cases complicated by 
conditions which interfered with the action of 
insulin. The ten different methods are shown 
in Table IV and the combined data are briefly 
summarized in Table V. © 


DISCUSSION OF RESULTS 


A glance at the average values of the blood 
sugar in the strictly fasting state and after 
meals shows that the use of globin insulin in 
the morning and P.Z.I. in the evening appeared 
to result in a better average control of the 
diabetes than with any of the other methods of 
treatment; the average blood sugar in the fast- 
ing state with this method of treatment was 
at the generally accepted upper limit of nor- 
mality, namely, 0.120%, and the average degree 
of hyperglycemia after ingestion of food was no 
greater than in non-diabeties. (Blood sugar = 
0.142%). 

It will be noted that, (a@) practically the same 
good result was apparently obtained in the fast- 
ing state by simultaneous injection of unmodified 
insulin and P.Z.I. in the morning and an injec- 
tion of P.Z.I. in the evening; (b) almost as good 
a result with a single injection of P.Z.I.; and 
also (c) almost’as good a result with unmodified 
insulin at 8-hour intervals. With a simultaneous 
injection of unmodified insulin and P.Z.I. in the 
morning and P.Z.I. in the evening, however, it 
will be noted that the average degree of control 
of the diabetes after meals appeared poor (blood 
sugar —= 0.222%), fitting in with some of the 
cases mentioned previously, and that a still 
poorer control after meals was noted with a 
single injection of P.Z.I., also fitting in with 
some of the cases mentioned previously, Equally 
good control, both in the fasting state and after 
meals, was apparently the case with unmodified 
insulin at 8-hour intervals. An objection to 
this method of treatment, however, was that it 
necessitated an additional hypodermic injection. 
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NOTE ON INTERPRETATION OF AVERAGE VALUES 


Since the conclusions to be drawn from our 
experiences in this study were to be based upon 
average findings, rather than results in indi- 
vidual cases, it is necessary here to point out 
the manner in which these averages were to be 
employed. Perhaps, no other biological phe- 
nomenon emphasizes the need of care in inter- 
preting averages than the average blood sugar 
in diabetes, because of the many possible 
variables which may influence it. 

An average, it should be noted, is a repre- 
sentative value which, for a specific purpose, 
stands in place of numerous individual measure- 
ments; it is concentrated information, but it is 
also too simple; differences which are funda- 
mental for correct interpretation may be covered 
up. For example, addition of a few measure- 
ments very high or very low may destroy its 
representative character. There are different 
kinds of averages—mean, median, mode, ete. 
The mean is the most widely known. By itself, 
however, it is not reliable. Its function is merely 
to establish a value from which to measure 
the dispersion or variability of individual cases. 
The extent to~which it is significant must 
be judged by the number of individual values 
from which it has been ealeulated and the range 
within which these individual values occurred ; 
the smaller the number and the wider the range, 
the less may the mean be relied upon. To in- 
dicate the extent to which it may be relied upon, 
the science of statistics has a number of guides. 
For example, in this study, because of the wide 
range within which the blood sugar values fell, 
in comparing the average blood sugar of one 
method of insulin treatment with that of an- 
other method, the significance which was to be 
attached to any difference noted between the 
means would have to be judged by the magni- 
tude of the difference noted in relation to the 
magnitude of its probable error. With a dif- 
ference between the means no greater than the 
probable error of the difference, it would not 
be possible to draw any conclusions. The dif- 
ference noted might have been causal, that is, 
due to the two different forms of insulin treat- 
ment, or it might have been entirely accidental. 
With a difference three times its probable error, 
the findings would be more significant. It ean 
be shown that, with such a difference, the odds 


against chance occurrence are approximately 22 


to 1. With a difference ten times its probable 
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error, the odds against chance are 65,000,000,000 
to 1. 

In view of the above observations, the first 
step with every mean value obtained in the 
fasting state and after meals with the different 
forms of insulin treatment was to determine its 
probable error. The results obtained are shown 
in Table V. The next step was to compare the 
mean obtained with every form of insulin treat- 
ment with that noted by treatment with the 
globin-P.Z.I. combination. The need of this 
statistical guide is clearly seen in the following 
examples: 

It will be noted that the average difference 
between the blood sugar after meals with the 
combination of unmodified insulin and P.Z.I. 
in the morning and unmodified insulin in the 
evening and the blood sugar with the same 
combination in the morning but P.Z.I. in the 
evening was 21 mgm. per 100 ec. Actually, 
however, when judged by its probable error, this 
difference was found to be of no significance. 
Thus: 


Difference 
Probable error — 1° 
Odds against the occurrence of such a dif- 


ference having been due to chance were 
even (1:1). 

On the other hand, with the identical differ- 
ence of 21 mgm. noted between the treatment 
with unmodified insulin at 8-hour intervals and 
the treatment with globin insulin in the morning 
and P.Z.I. in the evening, the odds against the 
occurrence of this difference having been due 
to chance were 11.6 to 1. Thus: 


Difference between means .......... Be 
Probable error of difference 


Difference 
Probable error 
Odds against chance 


I 
bo 
a 


By using the same method to test the differ- 
ence noted in the fasting state between, (a) the 
average blood sugar obtained by treatment with 
unmodified insulin at 8-hour intervals; and (6b) 
that obtained by treatment with globin insulin 
in the morning and P.Z.I. in the evening, 
namely, 23 mgm. %, it may be calculated that 
the odds against the occurrence of this difference 
having been due to chance were 267 to 1. 

In Table VI are summarized the findings of 
comparison of results obtained by treatment 
with the globin-P.Z.I. combination with those 


TaB.e VI. 


SHOWING SIGNIFICANCE OF THE DIFFERENCE BETWEEN 
THE AVERAGE BLoop SuGar Norep witH Eacu or NINE 
DIFFERENT Forms OF INSULIN TREATMENT AND THE 
AVERAGE BLoop SuGaR BY TREATMENT WITH THE 
GLoBIN-PROTAMINE Zinc INSULIN COMBINATION 

















Fasting state Post-prandial 
d d 
No. Insulin d |PEd\|PEd| d | PEd\ PEd 
1 | UMI a.c., 
b.i.d. 84 | 591/142] 21] 7.6] 2.8 
2 | UMI q.8.h. 23 | 5.3) 43) 21*| 7.9] 2.6 
3 | PZI uid. 13 | 6.1] 2.1] 105 | 8.5] 12.8 
4 | PZI b.i.d. 28 |11.0} 2.5] 43 /|10.6)] 4.0 
5 | UMI/PZI 48 | 68] 7.2} 74/]10.2] 7.3 
6 | UMI/PZI - 
O-UMI 45 | 9.1) 49] 101 | 15.1] 6.7 
7 | UMI/PZI - 
O - PZI 8/148] 0.5] 80/155] 5.2 
8 | GI uid. 92 | 851108; 14] 7.7] 18 
9 | GI b.i.d. 39 | 9.3) 4.2] 24/105] 2.3 


d=Difference between average blood sugar (mgms. 
per 100 c.c.) 
PEd=Probable error of difference 

*= The only case in which the blood sugar was lower 
with the other froms of insulin treatment than with the 
globin-protamine zine insulin combination. 


l= — insulin before breakfast and before evening 
meal. 

2 = Unmodified insulin every 8 hours. 

3 =Protamine zinc insulin before breakfast. 

4=Protamine zinc insulin before breakfast and before 
evening meal. 

5 = Unmodified insulin and protamine zine insulin simul- 
taneously but in separate syringes and separate sites. 

6 =Same as (5) plus injection of unmodified insulin before 
evening meal. 

7=Same as (5) plus injection of protamine zinc insulin 
before evening meal. 

8 =Globin insulin before breakfast. 

9=Globin insulin before breakfast and before evening 
meal. 


obtained with each of the other nine different 
forms of treatment. Space does not permit a 
detailed discussion. Suffice it to say that, judg- 
ing from the ratio of the difference between 
means to the probable error of the difference, 
it is clear that, in this group of cases, the best 
degree of control of the diabetes was obtained 
by use of globin insulin in the morning and 
P.Z.I. in the evening. In one only of the 18 
different groups of data was the average blood 
sugar higher with the globin-P.Z.I. combination 
than with the other forms of insulin treatment, 
and, even here, the difference (21 mgm.) was 
not very significant, judging from the ratio of 
the difference to its probable error. 

The combined data thus indicate that the 
addition of globin insulin is a distinct advance. 
Its addition to the presently available insulins 
for the treatment of diabetes mellitus is, there- 
fore, fully justified. 
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AND YATER, W. 


RESUME 

Une nouvelle forme d’insuline ne serait pas néces- 
saire si elle n’apportait quelque avantage aux insulines 
actuellement en usage. Or, il semble bien établi que 
l’insuline-globine comporte des avantages indiscutables. 
Il faut savoir que certains malades sont réfractaires & 
l’insuline non modifiée et & 1’insuline-protamine-zine, 
et c’est déja l& une indication intéressante; il faut 
savoir aussi que le choix des sujets qui bénéficieront de 
l’insuline-globine sera déterminé par toute une serie de 
tests préalables. On devra établir ensuite le temps 
optimum d’administration et apprécier les avantages de 
combiner les diverses insulines, sans oublier d’interpré- 
ter comme il convient les moyennes obtenues par 
l’expérience. Sur 9 facons de combiner les insulines, 
le meilleur contréle du diabéte fut obtenu par 1’emploi 
de 1’insuline-globine le matin et de 1’insuline protamine- 
zine le soir. JEAN SAUCIER 





THE USE OF LATIN AND THE METRIC 
SYSTEM IN PRESCRIPTION WRITING 


Russell A. Waud, M.D. 
London, Ont. 


HERE is a growing feeling among medical 

‘men and pharmacists that the teaching of 
Latin prescription writing and the imperial 
system of weights and measures in medical 
schools should be discontinued. This has been 
under discussion in medical circles for a num- 
ber of years and each time the matter has been 
left in abeyance or to a committee which has 
never acted. 

In 1916 Fantus' pointed out the advantages 
of English over Latin in prescription writing. 
Since then a number of papers have appeared 
bearing on the subject. More recently Stehle? 
has made a plea for the abandonment of Latin 
in prescription writing and the imperial system 
of weights and measures. A letter in this 
Journal’ brought a plea from the west protesting 
the use of Latin and the imperial system of 
weights and measures. 

‘The main reasons put forward in favour of 
the use of Latin in prescription writing are as 
follows : 

1. Latin is a universal language and therefore 
understood in a number of countries regardless 








of the vernacular. In Europe a large percent- 
age of prescriptions are written in Latin; our 
graduates going there are likely to experience 
considerable embarrassment if they are not 
familiar with Latin. Emigrants coming from 
Europe present Latin prescriptions to the 
pharmacists. A considerable number of foreign 
journals contain prescriptions written either 
wholly or partly in Latin. 

2. Because Latin is a dead language, it is less 
liable to alteration than is English. As there is 
only one Latin official name for a given sub- 
stance, confusion is less likely to occur; for 
example Aristolochia serpentaria always stands 
for the same plant wherever it is grown, while 
its English synonym, snake root, over a period 
of time has come to be applied to different 
plants in different localities. 

3. Under certain circumstances it may be 
advisable not to let the patient know the nature 
of the drug. He may be under the impression 
that a certain drug is useless for his condition, 
yet when given he may do well on the particular 
drug. The possibility of future self medication 
must also be borne in mind. Sentiment, tradi- 
dition and habit are no doubt factors to be 
considered. 

The main reasons advanced against the use 
of Latin are as follows: 

1. Learning to write prescriptions in Latin 
places an unnecessary burden on the medical 
student who, with a large amount of subject 
matter to be learned is already overburdened. 
This would apply especially to the student who 
has had no Latin in high school or college. 

2. This is the day of manufactured ethical 
preparations designated by coined names by 
each manufacturer. This name is written in 
the prescription by the physician and usually 
has no Latin equivalent. As this is just as 
much a mystery to the patient as a Latin word 
the element of secrecy as a rule is preserved. 

3. Our modern educational system leans to- 
ward factual knowledge with a maximum of 
efficiency. There is a popular opinion among 
the laity that Latin is used for secrecy rather 
than efficiency. 

In order to determine the attitude of those 
chiefly concerned, inquiries were sent to Pro- 
vineial medical licensing boards, the Canadian 
and Provincial medical associations, pharma- 
ceutical associations, and instructors respon- 
sible for the teaching of prescription writing 
in medical schools. Quite a number of excel- 
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lent replies were received from men who are 
well qualified to discuss the matter. 


DIGEST OF REPLIES RECEIVED 


Before discontinuing 


the teaching of Latin 
in prescription writing it would be necessary 
to obtain the approval of the Provincial licens- 
ing Boards. An expression of opinion was, 
therefore requested of them. From one came 
the suggestion that the matter be left entirely 
optional, in which ease it was felt that most of 
them would be written in English. This applied 
also to the use of the metric system of weights 
and measures. The registrar of another Province 
felt that because there is so little attention paid 
to the proper writing of prescriptions aeccord- 
ing to the pharmacopeia, it would seem a 
waste of time and energy to ask students to 
study a dead language that is apparently of no 
other service. Another stated that it is gener- 
ally recognized, although regrettable, that the 
classics are losing ground in the field of educa- 
tion, and subjects having a reputation as being 
difficult are discarded by many pupils. Only 
a thoroughly efficient system of vocational 
guidance can overcome this selective education 
by immature children. He felt that the Latin 
abbreviations used in the directions constitute 
a convenience rather than a hindrance and sug- 
gested as a solution to the problem that we 
abandon the use of Latin in the body of the 
prescription and retain Latin or its abbrevia- 
tions in the directions. This is a practice quite 
common among practising physicians at the 
present time. 

Another registrar felt that we could quite 
properly continue to use Latin in prescribing 
unless and until some modern language has 
been agreed upon which could be used inter- 
nationally. Another stated that sentiment, 
traditions and habit enter into the question. 
He feeis that tradition is or should be an im- 
portant factor in the life of a profession and 
that commercialism is all too rampant in the 
life of the present doctor. The educational 
effect of the study of Latin cannot be lost sight 
of and perhaps does something to a student 
which cannot altogether be measured in terms 
of utility. He feels that our modern educa- 
tional system leans toward factual knowledge 
rather than proper education of the mind to 
think rationally. Other registrars stated that 
the question of Latin in prescription writing 
is one to be settled by the Provincial or 
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Dominion medical associations and therefore 
referred the matter to them, 


MEDICAL SOCIETIES 


Some medical associations were of the opinion 
that it is for the universities to decide the 
method necessary to establish uniformity in 
prescription writing. Others felt that the time 
has not yet arrived to make a change and that 
they would rather stay with the Latin. 


PHARMACISTS 


A keen interest was taken in the problem of 
Latin prescription writing by the pharmacists, 
particularly those engaged in teaching. In the 
Maritime area it is felt that for many years 
pharmacists will be called upon to dispense not 
only prescriptions written in Latin by the older ‘ 
practitioners but also prescriptions coming from 
overseas where Latin is still in use. It was 
stated that not only is Latin cultural in itself 
but it still fills an important place in many 
instanees in prescription writing. 

In the French speaking area they are not 
in favour of any movement tending to abolish 
the use of Latin either in prescription writing 
or in the designation of pharmaceuticals. Latin 
being a dead language ensures the permanence 
of. the expression. 

From Ontario came many valuable sugges- 
tions. One man in particular with long and 
valuable experience in teaching pharmacy gave 
his personal views which included many good 
reasons why the use of Latin should not be 
discontinued. He pointed out that Latin pre- 
scriptions are universally understood, Latin ab- 
breviations are useful as a sort of shorthand, - 
for various reasons it is not well for the layman 
to know the names of drugs prescribed for him. 
Latin prevents those who allow their presumpt- 
tion to exceed their knowledge from doing 
‘“street’’ prescribing. Writing an order in 
English is almost equivalent to giving the 
patient a labelled sample. Unless prescriptions 
are properly written for pharmacopeial com- 
binations he feels that we will have the whole 
public practising medicine. On the other hand 
the personal opinion expressed by one experi- 
enced in the education of students of pharmacy 
in one of the western Provinces is that both 
Latin and the imperial system of weights and 
measures should be discarded in prescription 
writing in favour of English and the metric 
system. 
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A representative of the Ontario Retail Drug- 
gists Association expressed the opinion that the 
use of Latin in prescription writing can hardly 
be said to apply to any of the reasons given for 
the use of Latin in prescription writing, He 
maintains that this is the day of manufactured 
specialties and proprietary medicine; designated 
by coined names by each manufacturer and 
therefore there is little use left for Latin except 
in the writing of directions. 

At the Canadian Conference of Pharmaceuti- 
eal Faculties representing all schools of phar- 
macy in Canada the question was quite fully 
discussed at the annual meeting last August. 
The majority decision of the conference favoured 
the retention of teaching Latin prescription 
writing. The final decision was rather close. 
It is interesting that all schools from Manitoba 
eastward favour retention of Latin while those 
west believe Latin should be dropped. 


MEDICAL SCHOOLS 


Whether medical students will be taught pre- 
scription writing in Latin or in English or in 
both will depend to a considerable degree on 
the opinion of the instructors in charge, and 
this will be a large factor in determining the 
future trend in prescription writing. 

At Dalhousie it is felt that the day of writ- 
ing prescriptions in hieroglyphies or in a for- 
eign language should have long since passed. 
As it is now, there is a growing tendency not 
to insist on Latin as a requirement for university 
registration, and its use in prescriptions throws 
an unnecessary strain upon those students who 
have not taken Latin in high school. 

After a discussion with the instructors con- 
cerned, MeGill reports that they have agreed 
that the compulsory use of Latin in the writing 
of prescriptions can no longer be enforced. A 
large percentage of present students have not 
had Latin either at school or college. Although 
a student who wishes to use Latin is free to do 
so the policy of teaching prescription writing 
chiefly in English has been adopted. It is 
insisted however, that the prescription must be 
written entirely in the language chosen. 

At Queen’s it is felt that we are in a transi- 
tion period. Few students remember enough 
Latin to write correct case endings and make a 
terrific muddle out of the subscription. As a 
result the use of Latin and English is described 
and the students are told that they may use 
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whatever they please. 
use English. 

At Toronto little or no time is spent in teach- 
ing Latin. However, it is felt that Latin can- 
not be dispensed with in prescription writing 
even though the medical students use only 
abbreviations. As an international pharma- 
copeia is being planned it is impossible to avoid 
the use of Latin. In the department of thera- 
peutics the students are allowed to write 
prescriptions either in Latin or in English, but 
they must know Latin names as indexed in 
texts and for international use. 

Here at Western we have been teaching the 
students to write their prescriptions in Latin 
and insist on Latin until the later part of the 
course in pharmacology at which time they are 
allowed to change to English if they so desire. 
We feel that in this way the student becomes 
able to read Latin prescriptions and if suffi- 
ciently interested can also write them. Some 
students and also their friends feel that their 
medical education has been sadly neglected if 
they are not able to write a prescription in 
Latin using the characteristic signs which go 
with it. With the use of a few simple rules 
for the formation of the genitive singular and 
a few subscription types, which they memorize, 
students find little difficulty in writing fair 
Latin prescriptions. Here the head of the 
Department of Medicine is strongly of the 
opinion that prescription writing should be in 
Latin. This makes it imperative that our 
students be familiar with Latin. 


Ninety per cent or more 


At Manitoba, Latin in full is insisted upon 
for half the prescription problems presented 
and recognized abbreviations for the other half: 
the same for directions except where specific 
directions to the patient for unusual technique 
are required, when English is used. 


In Alberta where prescription writing is 
taught in the department of therapeutics, 
English is favoured in the directions and other 
parts of the prescription but not necessarily 
for the names of various ingredients. The 
Professor of Pharmacology himself is rather 
sorry to see the use of Latin discontinued but 
realizes that this is what is happening and one 
might as well accept it. 

When the question ‘‘Are you in favour of 
discontinuing the teaching of Latin prescrip- 
tion writing in medical schools’’? was placed 
before the delegates to the last annual meeting 
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of the Canadian Association of Medical Stu- 
dents and Interns four voted ‘‘yes’’ and seven 
voted ‘‘no’’. All were in favour of changing 
over to the metric system. 


METRIC SYSTEM 


Regarding the use of the metric system the 
pharmacists in general are in favour of it. 
Delegates to the Conference of Pharmaceutical 
Faculties were unanimous that teaching empha- 
sis should be laid upon the metrie system. - In 
the Maritime College of Pharmacy the metric 
system is stressed but it is felt that students 
in the lower grades will have to be taught to 
think in this system in order that the adult 
may be capable of using the system without 
transposing. At this point it might be well to 
mention that from another souree in the 
Maritimes comes the statement that very few 
of the pharmacists have metric weights and 
measures. In the Faculty of Pharmacy of the 
University of Montreal it is felt that the metric 
system offers many advantages and is surely 
much preferable to the actual system. In the 
School of Pharmacy of the University of 
Saskatchewan they are quite ready to discard 
the imperial system in favour of the metric. 

Medical licensing boards expressed various 
opinions regarding the metric system. Some 
felt that it should be left entirely optional, 
others were in favour of increased use of the 
metric, while one member of the older school 
stated that there may be good argument in 
favour of the metric system and that there 
could be no harm in knowing both. 

From the medical schools came the general 
opinion that we should shift over to the metric 
system. But because of the difficulties in 
putting in the change opinions differ as to how 
and with what speed it should be instituted. 
The metric system must be presented but until 
the imperial is less used the latter must also be 
taught. In some schools a definite effort has 
been put forth to introduce the metric system. 
It is difficult for a busy physician who for 
years has been thinking in terms of the imperial 
system to transpose all this and express it in 
the metric system. Metric doses of new drugs 
have been accepted by the practising physicians 
including the older group, they have learned to 
think of these drugs in terms of the metric 
system. However, when one has been ac- 
customed to thinking of the dose of a drug 
in the imperial system over a period of years 


it is not easy to change. Of the younger men 
schooled in the metric system some will probably 
adhere to it, others will drift over to the 
imperial system to some degree at least due to 
their association with the older practitioners. 


DISCUSSION 


As the situation stands at present four medi- 
eal schools in the Dominion, Dalhousie, MeGill, 
Queen’s and Toronto have definitely arranged 
their course so that the emphasis is being placed 
on the writing of prescriptions in English. At 
the same time the majority of these schools 
realize that Latin cannot be dispensed with 
entirely, at present, at least. One school, 
Alberta, is using Latin in the inscription (body) 
of the prescription only. Two schools, Manitoba 
and Western, are still insisting on Latin. It 
is apparent that the change over from Latin 
to English prescription writing has definitely 
begun. Examining boards and medical associa- 
tions are objecting very little if any, and at 
least a large percentage of the pharmacists will 
welcome it. As a matter of fact a survey of 
local pharmacies showed that in only 10% of 
prescriptions is the inscription written in Latin. 
Latin abbreviations in the directions, however, 
are used quite freely. 

In regard to the wider use of the metric sys- 
tem here again a definite effort is being made to 
increase its use. The doses of the newer drugs 
are being expressed in the metric system. How- 
ever, it is difficult and time-consuming to trans- 
pose doses of the older drugs learned and used 
for years in the imperial system over to the 
metric. Like all changes of this nature it will 
take some time for completion. However, it is 
gaining in favour and a good start has been 
made. 


I wish to express my thanks to those who have kindly 
supplied the material for this survey and to the Council 
of the Faculty for their co-operation. 
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In 1944, the average potency of penicillin was around 
200 units per milligram, while today every lot is over 
350 units per milligram and runs as high as 1,100 units 
in a milligram. 
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DEVELOPMENT OF AN ANASTOMOSIS 
BETWEEN THE CORONARY VESSELS 
AND A TRANSPLANTED INTERNAL 

MAMMARY ARTERY* 


Arthur M. Vineberg, M.D. and 
Beverly L. Jewett, M.D. 


Montreal, Que. 


HE human coronary circulation has engaged 
the attention of investigators for a number 
of years and many attempts have been made to 
augment it. In 1935 Beck! attempted to im- 
prove the circulation of the left ventricle by 
the suturing of a muscle graft to the surface 
of the heart. In 1937 O’Shaughnessy? tried to 
bring arterial blood to the left ventricle by the 
suturing of the omentum to the ventricular 
muscle. More recently, Fauteux* in 1940 intro- 
duced ligation of the vena magna ¢ordis for 
this purpose. In 1946, one of us* described an 
anastomosis between the left internal mam- 
mary artery and the left coronary circulation. 
This occurred in a dog 99 days after trans- 
plantation of the left internal mammary artery 
into the wall of the left ventricle. Since 
publishing the last report on this subject we 
have continued these experiments. The basic 
objective is to supply a fresh source of arterial 
blood to the heart muscles. In order to do this 
the left internal mammary artery has been par- 
tially removed from its normal position on the 
chest wall and implanted into the myocardium of 
the left ventricle. In this way it was thought 
that a communication might be developed be- 
tween the implanted internal mammary artery 
and the left coronary circulation. Three techni- 
eal variations: of this procedure have been 
employed which have been designated as Experi- 
ments A, B and C. respectively. 

Experiment A. — The internal mammary 
artery was tied at its distal end between two 
ligatures and cut. The free end was drawn 
through a previously prepared tunnel in the 
wall of the left ventricle and fixed in this 
position. 

Experiment B. — The internal - mammary 
artery was not cut but freed from its bed in its 


* This work was assisted by a grant-in-aid from the 
Division of Medical Research of the National Research 
Council and was done in the Department of Surgery, 
Royal Victoria Hospital and in the Departments of 
Physiology and Experimental Surgery, McGill Univer- 
sity, Montreal. . 
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central portion. A slit was made in the wall 
of the left ventricle and the artery slung into 
the wound where it was held by a free pleural 
graft, or by sutures. 

Experiment C.—The vena magna cordis and 
the anterior descending branch of the left 
coronary artery were tied. The internal mam- 
mary artery was sutured into the wall of the 
ventricle as in Experiment B. 


RESULTS (SEE TABLE I.) 


The results obtained in Experiments B and C 
were uniformly poor and will not be discussed 
here. This report will be confined to a descrip- 
tion of the results obtained in 10 dogs treated 
as described in Experiment A. These animals 
were killed at the end of three or four months. 
In addition there are 17 animals which had the 
internal mammary artery transplanted into the 
left ventricular wall according to the technique 
described in Experiment A, which are still alive 
and many of these were operated upon more 
than a year ago. It is too early in this work 
to discuss morbidity or mortality statistics. 

(a) Anastomosis between the transplanted left 
internal mammary artery and the left coronary 
vessels.—Of the 10 dogs killed, 2 or 20% showed 
a definite communication between the left 
internal mammary artery and the left coronary 
circulation. The first of these dogs, 8A, was 
killed 99 days after operation. The heart was 
removed from the thorax along with the at- 
tached left internal mammary artery. This 
artery was injected with pink Schlesinger’s 
solution and the entire left coronary tree was 
filled (see Figs. la and 1b). Note that only 
the vessels of the left ventricle were injected 
and that no injection fluid entered the right 
coronary tree. The injection fluid flowed out 
of the coronary orifices into the aorta and then 
into the ventricular lumen. In order to obtain 
an x-ray of the injected vessels it was necessary - 
to tie the left coronary orifice and then intro- 
duce the injection fluid. By this means, x-ray 
pictures were taken which showed clear out- 
lines of the coronary vessels in the left ventricle 
(see Fig. 3). 

Sections were taken through the site of im- 
plantation of the left internal mammary artery 
into the wall of the left ventricle. They showed 
three definite openings in the wall of the im- 
planted internal mammary artery; these ap- 
peared to be vessels and were traced from the 
internal mammary artery out into the myo- 
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TABLE I. 











Condition of | Structures vascularized | Evidence of an anastomosis between the 
lab. | Duration Injection internal mam-| by transplant of internal | transplanted internal mammary artery 
No. | of implant | death medium mary artery mammary artery and the left coronary circulation 


8A | 99 days | Killed| Schlesinger’s} Patent Left coronary artery 1. Injected medium filled the left 
solution. throughout coronary vessels and flowed into the 
Pink aorta (Fig. 1) 
2. X-ray evidence of filled coronary 
tree (Fig. 2) 
3. Serial sections taken through the 
area of transplantation showed defi- 
— oe channels (Fig. 3, 
a, b,c 


Killed| Schlesinger’s| Patent Left coronary artery. 1. Injected medium filled the left 
solution. throughout | Intercostals 3, 4, 5. coronary circulation (Fig. 4, a, b) 
Blue Pericardial vessels 2. X-ray showed left ventricle filled 
with a radio-opaque mass due to 
failure of tying off the left coronary 
orifice 
3. Section. 


Killed | Barium Patent Intercostal vessels. 1. Pulsations transmitted to the area 
sulphate throughout | Left coronary artery? anastomosis through the injected 
medium. 

2. Presence of injected medium in 
ventricular lumen demonstrated by 
x-ray. 

132 days | Killed| Gross Patent to Intercostal vessels 3 to | 1. Gross solution present in intercostal 
solution within 34’"| 5 inclusive vessels which had previously been 
of entrance detached from the internal mam- 
into heart mary artery 
110 days | Killed) Gross Patent down| Intercostal vessels 3 1. Intracardiac segment of the trans- 
solution to area of and 4 planted artery showed three visibly 
scar and patent lumina 
beyond 


86 days | Killed) Gross Patent al- | Intercostal vessels and | 1. Visible evidence of an injected chest 
solution though it | pericardial vessels wall and pericardium. 
had pulled 2. X-ray visualization of pericardial 
away from vessels. 
the heart 





92 days | Killed! Gross Patent to | Intercostal 4 and 5 1. Visible evidence of injection medium 
solution scar and in newly formed intercostal vessels. 
beyond scar 
to heart. 
Narrow lu- 
men within 
the heart 





6A | 89 days | Killed| Schlesinger’s} Patent 7 1. No proved anastomosis. 
solution throughout 


41 | 89 days | Killed) Gross Artery pa- | Intercostal vessels 3 1. Visible evidence of injection medium 
solution tent to kink} and 4 in newly formed intercostal vessels. 
1” prox. to 
heart. 
Thrombosed 
beyond this 
point 


Killed} Gross Artery kink-| Not checked 1. No proved anastomosis. 
solution ed 14” prox. 
to heart. 
Patent to 
this point. 
Partially re- 
vascularized 
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Fig: 2a , Fig. 2b 


Figs. 1a and 1b.—Show the heart of a dog killed 99 days after the left internal mammary artery had 
been implanted in the wall of the left ventricle. The internal mammary artery has been injected with pink 
Schlesinger’s solution. Note that the vessels of the left ventricle only have been filled by the injection fluid. 

Fig. 2a.—Shows a cannula in the left internal mammary artery 89 days after the artery had been 
implanted in the wall of the left ventricle. Note that the injection fluid has flowed down the artery into 
the left coronary circulation and out into the pulmonary vein. It has also flowed into the chest wall. 

Fig. 2b.—Shows dog 47 with the heart removed from the thorax. It demonstrates that only the left 
coronary vessels were injected, to the complete exclusion of the vessels of the right ventricle. 
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Pig. 3.—Shows x-ray of the left coronary tree which 
has been filled by injecting the left mammary artery 


99 al after it was implanted into the left ventricular 
wall. 


cardium (see Figs. 4a, 4b and 4c). Note that 
the internal mammary artery at the end of 99 
days is lying in the myocardium of the left 
ventricle and has a completely patent lumen. 


The only change observed in the arterial wall 
is that of minimal intimal thickening. 

The second dog, 47, was killed at the end of 
89 days. The heart was left in situ and a can- 


Fig. 4b 
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nula inserted into the left internal mammary 
artery well distal to the point at which the 
artery had been previously freed. ‘The vessel 
was injected with blue Schlesinger’s solution 
at a pressure of 120 mm. of mereury. The 
injection fluid flowed down the internal mam- 
mary artery and the left coronary vessels were 
seen to fill immediately as did the pulmonary 
vein. Simultaneously, intercostal vessels 4 and 
5 on the left side were injected (see Fig. 2a). 
The heart and its attached internal mammary 
artery were then removed from the thorax and 
it was observed that only the left coronary 
vessels were injected, to the complete exclusion 


Fig. 4c 


Fig. 4.—-Shows the transplanted internal mammary artery lying within the muscle of the myocardium at the 


end of 99 days. 


Note that the only change to be observed is a thickening of the intima. 


(a) It will 


be noted that in the upper portion of the section there is an indentation which is the beginning of a branch. 


(b) Shows the internal mammary artery with~the branch well developed. 


(c) .Shows a branch of the 


internal. mammary artery lying along side of the parent vessel. 
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of those of the right ventricle (see Fig. 2b). 
Sections were taken through the site of im- 
plantation and showed a well-injected internal 
mammary artery—serial sections are now being 
made. 

(6b) Patency of transplanted internal mam- 
mary artery (see Table I).—In 8 of 10 animals 
the internal mammary artery became partially 
adherent to the chest wall in its former bed. 
Distal to this the artery was free for a distance 
of a half to one inch before entering the heart. 
A constricting scar developed at the junction 
between the free arterial portion and that part 
of the artery which re-adhered to the chest 
wall. The artery was patent throughout in 5 
animals and was patent to the site of the sear 
and beyond it in 2 animals. In 3 dogs it was 
patent to the site of the scar but thrombosed 
beyond it (see Table IT). 


TABLE II. 
PaTENCY OF TRANSPLANTED INTERNAL MAMMARY ARTERY 


No. of 
dogs 


5 Patent throughout. 

2 Patent to the site of the scar and beyond. 

3 Patent to the site of the scar but thrombosed 
beyond. 


Condition of transplanted internal 
mammary artery 


(c) Ability of transplanted internal mammary 
artery to form an anastomosis with vessels of 
surrounding structures—In 9 of 10 animals the 
internal mammary artery after transplantation 
revascularized the surrounding structures. In 
two instances there was an anastomosis with 


the left coronary vessel. In the 5 animals in 
whom a constricting scar formed, the artery 
proximal to this area developed communica- 
tions with the chest wall and intercostal vessels 
of the left side. This occurred in spite of the 
artery having been, originally, completely dis- 
connected from its habitual vascular bed. In 
1 animal, where the artery had pulled out of 
the heart, a communication was developed be- 
tween the artery and the vessels of the chest 
wall and the pericardium. 


SUMMARY 
A transplanted vessel, internal mammary, 
when placed in contact with another vascular 
bed will develop a communication with the 
vessels of that vascular bed, left coronary 
artery, pericardium and intercostal arteries. 


CONCLUSION 
The left internal mammary artery, after im- 
plantation into the left ventricular wall, formed 


a communication with the circulation of the 
left coronary vessels. The frequency of this 
would appear to depend upon the formation 
of scar tissue around the transplanted internal 
mammary artery. Work is now in progress 
to attempt to diminish the frequency of this 
sear formation. 


The publication of the illustration in colour has been 
made possible by the generosity of Mr. Nathan 
Cummings, of Chicago, Ill. 

Thanks are due to Mr. T. Ritchie for his valuable 
assistance. ° 
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RésuME 


Les auteurs font un exposé de leur travail experi- 
mental en tentant de développer 1’anastomose entre 
l’artére mammaire interne et les vaisseaux coronaires. 
Ce travail a été commencé 1’an passé par le docteur 
Vineberg. 

On a trouvé que l’artére mammaire interne ainsi 
implanté a formé une communication avec la circulation 
des vaisseaux coronaires gauches en différent degré. Un 
facteur de cela a été la formation d’un tissu cicatrisé 
autour de l’artére transplanté. Des essais sont faits 
a présent pour en diminuer la fréquence. 


MALIGNANT LYMPHOMA: CUTANEOUS 
SYMPTOMATOLOGY* 


D. E. H. Cleveland, M.D. 


Vancouver, B.C. 


HE group of diseases formerly known as 
lymphoblastoma is now better known as 
malignant lymphoma. It is generally agreed 
that they spread by invasion or metastasis and 
that they terminate fatally. Their acceptance 
as neoplastic is gradually prevailing over the 
view long held in some quarters that they are of 
inflammatory origin. As yet however Warner,’ 
an authoritative British pathologist, prominently 
supports the opinion that Hodgkin’s disease is 
inflammatory in nature, stating that it stands 
in an intermediate position between the granu- 
lomas and the neoplasms. 


* Read at the Seventy-seventh Annual Meeting of 
the Canadian Medical Association, in General Session, 
Banff, Alta., June 13, 1946. 

From the Section of Dermatology, Department of 
Medicine, George F. Strong, M.D., Physician-in-Chief, 
Vancouver General Hospital. 
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The components of the malignant lymphoma 
group are variously given by different writers. 
Jackson,? of Harvard, who has made very 
extensive studies and published much on the 
subject, listed them in 1939 as including lym- 
phosareoma, reticulum-cell sarcoma, follicular 
lymphoma, and Hodgkin’s disease, which may 


appear as lymphoma (later called by him para- ° 


granuloma), granuloma or sarcoma. Other 
authorities include the leukemias and mycosis 
fungoides. Gall and Mallory® in 1942 proposed 
a purely cytological classification into finer sub- 


divisions. As we are here concerned with the 


clinical aspects of well-defined entities present- 
ing characteristic histological changes in the 
lymph nodes we will not dwell upon the histo- 
pathological aspects of the various members of 
the group. 

The general tendency however has been to 
ignore the more obvious histological changes in 
the lymph nodes and to speak loosely of dis- 
eases characterized by lymphadenopathy without 
distinctive blood changes as Hodgkin’s disease, 
and those with distinctive blood pictures as 
leukemia. The differences between the various 
diseases commonly referred to as Hodgkin’s 
disease are nevertheless real. Clinical differen- 
tiation is frequently possible and the prognosis, 
course and treatment vary so widely between 
them that diagnosis should be made as carefully 
as possible. 

Any or all structures may show the patho- 
logical disturbances characterizing the various 
members of the malignant lymphoma group. 
The symptoms and signs indicate the extent and 
variety of the sites involved. Autopsy findings 
disclose how widespread these may become, often 
without producing symptoms referable to an 
affected organ. The brunt of the attack may 
roughly be said to be borne either by the lym- 
phoid structures as in Hodgkin’s disease or 
follicular lymphoma, the hematopoietic struc- 
tures as in leukemia, or the skin as in mycosis 
fungoides. 

In discussing Hodgkin’s disease most writers 
do not omit to mention that the skin may pre- 


sent signs and symptoms such as erythema, 


urticaria, papules, nodules, excoriations, pig- 
mentation, and, most frequently of all, pruritus. 
It is nevertheless astonishing to find some 
writers of general articles on the subject who 
not only ignore the existence of cutaneous signs 
and symptoms such as Warner’ who states that 
‘‘pruritus is not present in most cases’’, but say 


that herpes zoster is present in approximately 
30% of all cases of Hodgkin’s at some stage of 
the disease. We believe that these statements 
do not accord with the observations of most 
dermatologists. 

Our examination of the general medical 
literature shows that references to cutaneous 
lesions are extremely brief and sketchy, when 
they appear at all. Nowhere is the impression 
conveyed that Hodgkin’s disease may persist 
for years giving rise to no conspicuous evidence 
of its presence except that furnished by the skin. 
The chief purpose of this presentation is to 
emphasize the fact that such a phenomenon is 
by no means rare. Jackson’s? statement that 
*‘the association of bizarre skin lesions with 
lymphadenopathy should always arouse suspi- 
cion that one may be dealing with some form 
of malignant lymphoma’’ does not appear to 
have been sufficiently widely quoted or received 
the attention that such an important comment 
deserves. 

Dermatologic writers, as may be expected, 
have given the greatest amount of attention to 
the cutaneous manifestations of malignant 
lymphoma. Ornisby and Montgomery‘ list very 
completely non-specific or toxie reactions and 
the specific or true neoplastic infiltrations of 
the skin. In our experience the non-specific 
skin lesions are invariably pruritic, resulting 
in excoriation, eezematoid changes and pig- 
mentation. Specific lesions are uncommon but 
probably not as rare as usually supposed. Toxic 
reactions in the skin usually accompany the 
specific infiltrations, and the differentiation be- 
tween the two types of skin lesions requires 
histological study, similar appearances being 
produced by both. As Ormsby and Mont- 
gomery* point out, from 30 to 50% of all cases 
of exfoliative dermatitis are lymphomatous in 
origin, and about one-third of all true lympho- 
matous infiltration of the skin appears as ex- 
foliative dermatitis or universal erythrodermia. 

The cutaneous manifestations in Hodgkin’s 
disease are commonly so striking that they 
‘“steal the stage’’ (Fig. 1). The patient often 
has passed through many hands, his disease 
being variously diagnosed as eczema, contact 
dermatitis or exfoliative dermatitis. The medi- 
eal attendants have been content to look no 
further than the surface, to make vague con- 
jectures as to the cause of the symptoms 


complained of and to apply symptomatic treat- 
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ment only. The symptoms wax and wane, for 
long periods the general health suffers little 
impairment and every treatment for a time 
seems successful. 

Almost from the beginning a peculiar dusky 
redness, sometimes with a bluish or brownish 
east, at first confined to the chiefly involved 
areas but gradually becoming general, should 
arouse suspicion when pruritus is present. In 
its ineipiency the dermatitis may consist of a 
few fairly well circumscribed slightly elevated 
blotches a few centimetres in diameter, oc- 
easionally much larger, often progressing in a 
few weeks to a diffuse generalization over large 
parts of trunk and limbs. There may later be 
universal involvement from scalp to toes. 

One of the earliest dermatological writers to 
emphasize the cutaneous changes which may 
occur in Hodgkin’s disease was Cole.’ He gave 
pruritus as the commonest symptom, next a 
prurigo-like exanthem, and considered exfolia- 
tive dermatitis as rather rare. He observed 
urticaria in many cases, edematous swelling, 
pigmentation, alopecia, dryness, atrophy of the 
skin and hyperkeratosis. He considered that 
15 to 25% of all cases of Hodgkin’s disease 
show skin involvement in some part of their 
course. 

While we have frequently observed the 
transitory wheals of urticaria superimposed 
upon or accompanying the more persistent 
raised lesions, dermographism has not been 
found. There may be more or less excoriation. 
Vesicles and bullae have never been encountered. 
Profuse desquamation usually occurs in the 
universal involvements, while exudation which 
may also be general is more often confined to 
the lower extremities. Poikilodermia may be 
seen, in which ease the dusky red colour and 
bronzing become more conspicuous. It is most 
commonly observed:in the cases of generalized 
erythrodermia. 

Pronounced and generalized thickening of 
the skin, usually with a diffuse lumpy con- 
sistency may also be seen. Progressive alopecia 
generally oceurs together with thick subungual 
deposits (Fig. 2). Ulceration is not common, 
but when present may show some resemblance 
to mycosis fungoides. We have not observed 
the large soft tumours commonly seen in myco- 
sis fungoides. Itching is one of the most 
distressing symptoms, is often well-nigh uncon- 
trollable and disproportionate to the visible 
amount of cutaneous involvement. 


While we accept the view that mycosis 
fungoides belongs in the classification of malig- 
nant lymphoma, we do not consider it an over- 
refinement or irrelevant to insist upon making 
the distinction between mycosis fungoides and 
those cases of proved Hodgkin’s disease which 
often so closely resemble it (Fig. 3). As Beer- 
man® has said recently with reference to myco- 
sis fungoides, ‘‘if any ease is definitely shown 
to be a cutaneous manifestation of Hodgkin’s 
disease or lymphosarcoma, it should so be 
named’’. Wile’ considers that the term myco- 
sis fungoides should be restricted to a clinical 
entity rather than applied to a pathologie one, 
and that it may present any number of clinical 
pictures. Lane,’ while apparently not fully 
sharing this view suggests that ‘‘a diagnostic 
test dose’’ of x-rays (about 50 to 75 roentgens) 
should be used in doubtful cases, stating that 
a lesion of mycosis fungoides is apt to resolve 
much more rapidly than any other of which 
he knows. In our experience the cases of 
proved Hodgkin’s disease with skin lesions 
most suggestive of mycosis fungoides have been 
exceptionally resistant to radiotherapy. 

If in generalized cases of dermatitis with 
etiology which cannot be determined definitely 
the superficial lymph-node areas are examined 
the findings indicating malignant lymphoma are 
striking. Large, elastic, freely movable, usually 
painless, discrete nodes, varying in size from 
a marble to a golf-ball will be found in the 
axillary, inguinal or femoral groups. Those of 
the inguinal groups are usually largest, and may 
feel as if moulded by pressure between muscular 
and fascial planes into slightly elongated shapes 
like a cocktail sausage. They are often so con- 
spicuous that the patient has been well aware 
of them, although the medical attendant has 
ignored them, dismissed them as insignificant, 
or given some facile explanation. 

The epitrochlear nodes are usually sufficiently 
enlarged to be readily palpable, while a few 
small diserete nodes may be discovered in the 
cervical areas. We have considered it notable 
and significant that the massive tumours above 
the clavicles commonly thought of as giving the 
typical picture of Hodgkin’s disease (consult 
any popular illustrated textbook) have never 
been encountered in those cases in which 
cutaneous lesions were the outstanding feature. 

When the examiner has proceeded thus far 
in a case presenting cutaneous signs and symp- 
toms and lymphadenopathy as described his next 
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step is clearly indicated. To persist in talking 
of eczema or exfoliative dermatitis and to say 
that the lymphadenopathy is accounted for by 
‘*absorption’’ from the skin is indefensible. As 
Jackson® says, ‘‘Chronie enlargement of lymph- 
nodes in an adult only rarely is due to inflam- 
mation alone, unless the causative-effect is 
obvious. This generally is too often disre- 
garded’’. A biopsy is imperative. 

As in every other instance where biopsy is 
done, the site chosen is of prime importance. It 
would therefore seem almost unnecessary to 
state that a section of the involved skin alone 
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The biopsy should be repeated as soon and as 
often as circumstances permit and justify. 


A general physical examination and a com- 
plete blood-count are necessary. The blood- 
picture of Hodgkin’s disease is not character- 
istic, but the count should be made once or twice 
before radiotherapy is started. Anemia and 
oceasionally leukopenia found after radiation 
is commonly ascribed to the treatment, but we 
have often found low counts before the treat- 
ment and have occasionally found higher counts 
after the treatment than before. ‘Counts prac- 
tically normal have been found in the same 





Fig. 1 
Fig. 1—J.McB., aged 11. 
on hypogastrium. 
adenopathy. 
infiltration, ulceration, total alopecia, massive inguinal and axillary lymphadenopathy; clinically mycosis 
fungoides but ulceration and nodules radio-resistant and histologically Hodgkin’s of lymphnodes and skin. 


Hodgkin’s. 





Died 2 months later. Fig. 3.—Mrs. F. 
of treated tumour.. Died 11 months later. 


is insufficient. A lymph-node must be removed 
complete. It is undesirable and may be danger- 
ous to remove only a portion. The largest avail- 
able node should be selected. It is better to 
remove two or more. Removal of inguinal nodes 
has been objected to, but often the most readily 
accessible ones are in that region, and compli- 
cations have not occurred in our experience more 
often than in axillary biopsies. In early cases 
it may chance that the first node removed does 
not show changes which the pathologist can 


identify as other than simple lymphadenitis. 


Fig. 2 
Dry, scaly, pigmented, infiltrated eruption, appearing first 
Died 2 years later with massive splenomegaly, intrathoracic and intra-abdominal lymph- 
Note massive involvement of axillary nodes. 


Mycosis fungoides. 


Fig. 3 


Fig. 2—R.H. Hodgkin’s. Generalized nodular 


Target area over sternum indicates site 


patient both before and after radiotherapy, 
while it is admittedly not rare to find reduced 
counts after treatment. The most frequent find- 
ing has been moderate elevation of the white 
both before and after treatment. It is believed 
that the anemia appearing subsequent to treat- 
ment, unless pre-treatment counts were normal 
and the post-treatment drop was sudden, is 
more reasonably ascribed to invasion of the 
bone-marrow by the pathological process of the 
disease than to damage by the radiotherapy. 
Eosinophilia has frequently been observed, and 
while it is not constant it often appears to be 
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directly proportionate to the extent and in- 
tensity of the skin involvement. Cole* did not 
observe any close relationship between eosino- 
philia and pruritus, but believed that it occurred 
generally with a fresh glandular ‘‘flare-up’’. 

In our cases the thorax has been examined 
routinely for evidence of mediastinal lympha- 
denopathy. Except in the terminal phases of 
a few cases we have not found radiological evi- 
dence of this in cases presenting skin lesions as 
the predominant feature. It has been claimed 
that pruritus in Hodgkin’s disease is invariably 
an indication of nervous involvement by en- 
larged mediastinal or retro-peritoneal lymph- 
nodes, but with the above-mentioned exceptions 
it has been found impossible to demonstrate such 
enlargement, although they all suffered more or 
less intensely from pruritus, and even at autopsy 
gross evidence of involvement of these groups 
has often been lacking. We believe that the 
toxic inflammatory skin changes in our cases 
have been sufficient to account for the pruritus. 

It has also been stated that gross enlarge- 
ment of the lymph-nodes in regions above the 
elavicles is a direct extension from similar con- 
ditions in the mediastinum. This has been 
contradicted by others. In our cases with maxi- 
mal skin involvement it is noteworthy that we 
have never seen gross lymphadenopathy above 
the clavicles, and this runs parallel with our 
experience in the mediastinum. It is true that 
on a few occasions we have removed a small 
cervical lymph-node and found therein the 
characteristic histological picture of Hodgkin’s 
disease. 

It has been exceptional to detect splenic en- 
largement on clinical examination, and while 
there have occasionally been small temperature 
variations in the non-terminal phases, anything 
remotely suggestive of the Pel-Ebstein curve has 
rarely been observed. 

Sutton and Sutton’? mention that the four 
eardinal diagnostic symptoms of Colrat — 
splenic and glandular hypertrophy, fever, 
pruritus and a blood-formula showing progres- 
Sive anemia, increasing leukocytosis, poly- 
nucleosis and eosinophilia—should always be 
borne in mind, and that diffuse exfoliative 
erythrodermia is rare. It is submitted from 
our studies of our own eases, as well as those 
eases of Hodgkin’s disease collected from 10 
years’ records of the Vancouver General Hos- 
pital which were not notable for cutaneous 
symptoms and signs, that the only one of 
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Colrat’s quadruplet which is invariably present 
and essential to the diagnosis is the ‘‘ glandular 


hypertrophy’’. We do not consider universal 
erythrodermia to be uncommon. 


FoLuicuLak LympHoma (formerly called 
giant follicular lymphoblastoma) 


The first report on this side of the Atlantic 
of this disease was description: of 2 eases by 
Brill, Baehr and Rosenthal in 1925.7 It is 
notable that while this disease was considered 
as lately as 1941 to be rare, Combes and Blue- 
farb’ reporting then only 72 in the literature, 
to which they added another 15, our experience 
would indicate that it oceurs nearly as often as 
the type of Hodgkin’s disease with the out- 
standing symptomatology being cutaneous. 
The splenomegaly, the characteristic appear- 
ance of the nodes so studded with follicles that 
a diagnosis can often be made by a naked-eye 
examination of a stained section, and the excep- 
tional radiosensitivity are also described by 
most authors as conspicuous characteristics. 

It is remarkable that it is so rare to en- 
counter any mention of cutaneous evidences of 
follicular lymphoma. The clinical picture 
presented by the skin and superficial lymph- 
nodes is in our experience identical with that 
which we have presented as occurring in a 
series of cases of Hodgkin’s disease. We have 
been entirely unable to determine clinically 
whether we were dealing in a given case with 
Hodgkin’s disease or follicular lymphoma. 
There have been no deaths in our series, which 
covers a period of only 10 years, and no 
nodular-uleerative lesions have been observed. 
Otherwise there has been no significant differ- 
ence between the two diseases in their clinical 
appearance and course. 


Combes and Bluefarb'? deseribe the cutane- 
ous symptoms which they have observed in 
follicular lymphoma, to which clinical diag- 
noses had previously been given including 
contact dermatitis, exfoliative dermatitis, psori- 
asis, dermatitis herpetiformis, pityriasis rubra, 
mycosis fungoides, leukemia cutis, Hodgkin’s 
disease of the skin and arsenical dermatitis. 
Gall and Mallory’ state that cutaneous lesions 
are unusual in this disease, and that pruritus is 
not observed. Symmers*® was the first to point 
out the relationship between erythrodermia and 
lymphadenopathy, not only in follicular lym- 
phoma, but also in other malignant lymphomata. 
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Baggenstoss and Heck" refer to the absence 
of anemia and cachexia in follicular lymphoma, 
and splenomegaly due to enormous enlarge- 
ment of the Malpighian bodies. In our cases 
anemia has been a variable feature in both 
Hodgkin’s disease and. follicular lymphoma, 
although constant and pronounced in late stages 
of the former disease. The same may be said 
of cachexia, which has been fairly severe in 
some cases of follicular lymphoma. We have 
ascribed the latter principally to exhaustion 
resulting from severe pruritus. Baggenstoss 
and Heck in their series of 13 cases make no 
mention of eutaneous symptoms, whereas in our 
series of 21 cases only 4 have occurred in which 
cutaneous symptoms were not prominent and, 
indeed, predominant. 

Jackson® referring to Baehr’s findings of 12 
splenomegalies in 19 cases states that it has 
been a less frequent finding in his experience. 
We also have found it uncommon. Jackson 
makes no mention of cutaneous involvement. 

The records of the Vancouver General Hos- 
pital covering a 10-year period ending Decem- 
ber 31, 1945 disclose a total of 213 cases of 
malignant lymphoma proved by biopsy, autopsy 
or blood examinations, one or two or all three 
investigations having been carried out under 
the supervision of Dr. Harry Pitts, director of 
the Pathological Laboratories. Cutaneous signs 
and symptoms have been the predominating 
feature of the disease, nearly always the first 
to attract attention, in 64 (30.04%) of this 
number. 


TABLE I. 
Authenticated Cutaneous 
malignant lymphomas features predominating 
Hodgkin’s disease .. 81 42 
Follicular lymphoma. 21 17 
Lymphosareoma .... 29 2 
Leukemia ......... 82 (lymphatic) 3 


64 (30.04%) 


It will be noted that over half of the cases 
of Hodgkin’s disease and all but 4 of the folli- 
cular lymphomas have been cases with predomi- 
nating cutaneous features, whereas such cases 
of lymphosarcoma and leukemia have been rare, 
the latter group all being lymphatic leukemia. 
The cases with predominating cutaneous fea- 
tures have all been examined by us personally, 
and have included our own private patients, 
staff ward-patients and dispensary patients. In 
addition to cases with predominating cutaneous 
features there have been examples of pruritus, 


leukemic infiltrations of the skin, herpes zoster, 
excoriations and pigmentation presenting as 
minor features. These have been fewer than 
we had anticipated. 

Records of all cases with a recorded diagnosis 
of exfoliative dermatitis have also been ex- 
amined, but none of these disclosed any sugges- 
tion of unrecognized malignant lymphoma, all 
having been otherwise accounted for. We be- 
lieve that had time permitted, a similar search 
of all records of ‘‘eczema’’ might have been 
more revealing, because a majority of the cases 
which we have seen and authenticated by biopsy 
as malignant lymphoma had borne the diagnosis 
“‘eezema’’ for periods of months to years before 
the correct diagnosis was made. 


TREATMENT 


The only treatment shown to be of any value 
in malignant lymphoma is_ radiotherapy.* 
Regional radiation of areas of superficial lym- 
phadenopathy has its advocates, as has also deep 
radiation of mediastinal and retroperitoneal 
masses, usually in combination with the former. 

In our experience in the disease with pre- 
dominating cutaneous lesions radiation applied 
to the whole body by what is known as ‘‘spray 
technique’’, giving daily minute doses to the 
entire body for 10 or 12 days, has given the 
best results in Hodgkin’s disease and follicular 
lymphoma. This course may require one or more 
repetitions at intervals of 2 or more months. 
As mediastinal and retroperitoneal involvement 
have been observed in only a few of our cases 
in the terminal stages we have not found 
special attention to these areas required. 

Special modifications of technique and varia- 
tions of dosage to special areas, as in Hodgkin’s 
sarcoma, lymphosarcoma, and the leukemias, 
should be left to the radiologist to decide. Fol- 
licular lymphoma is generally regarded as 
highly radiosensitive. While this has often been 


found to be true, we have nevertheless en- 


countered some cases which were exceptionally 
radioresistant, and this could not be accounted 
for by previous prolonged or repeated treatment. 





*This paper was completed in May, 1946, at which 
time, as far as I am aware, the beneficial although only 
palliative effects of the betachlorethylamines (nitrogen 
mustards) in malignant lymphoma had not appeared 
in the available literature. This remedy has since been 
used in some cases of Hodgkin’s disease in the Van- 
couver General Hospital, although not in any present- 
ing the cutaneous manifestations discussed in this paper. 
— Author. : 
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SUMMARY 


Cutaneous lesions are referred to by most 
writers in describing diseases of the malignant 
lymphoma group, but with the exception of a 
few dermatologists, none have given the cutane- 
ous picture the emphasis which it should have. 
As a result the general practitioner completely 
fails to appreciate the fact that in Hodgkin’s 
disease and follicular lymphoma the chief pre- 
senting signs and symptoms may very often, 
and for prolonged periods, be exhibited solely 
by the skin. The true nature of these chronic 
skin eruptions thus repeatedly escapes recogni- 
tion. Suffering may be severe and the treatment 
ordinarily employed is quite futile. Correct 
diagnosis may often be followed by prompt relief 
or amelioration of symptoms as soon as radio- 
therapy is employed properly. Failure to ex- 
amine the axille and inguinal regions in all 
eases of chronic dermatitis, especially when of 
an eczematoid or exfoliative character, and 
failure to perform biopsy when lymphadeno- 
pathy is discovered is culpable. It is the reason 
why so many sufferers from these diseases waste 
time and money in a fruitless search for relief. 


I wish to express here my warm gratitude to Dr. 
Gordon McPhee, of the radiological staff, for his keen 
interest and help in searching the records of the hospital, 
a laborious and time-consuming piece of work. 
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No research is ever quite complete. It is the glory 
of a good bit of work that it opens the way for some- 
thing better, and thus rapidly leads to its own eclipse, 
The object of research is the advancement, not of the 
investigator, but of knowledge.—Mervyn Gordon. 





TREATMENT BASED ON DIAGNOSIS 
DURING THE MENOPAUSE* 


Melville C. Watson, M.D., C.M. 
Toronto, Ont. 


HE ageing process in the ovary which re- 

sults in diminished function of the gland 
is progressive during the late third, fourth and 
early fifth decade of a woman’s life. The conse- 
quences of this gradual natural ageing process 
are not characterized by any sudden definite 
clinical signs by which the onset, the course, 
or the end of the so-called age of menopause 
can be clearly defined. The fact that an age- 
ing process of equal significance begins in every 
other gland and every other tissue in the body 
at about the same time, should not be over- 
looked by the clinician or the gynecologist in 
his attempt to discover the cause of symptoms 
and signs during this period of life. The re- 
productive function is naturally arrested be- 
cause age in tissues apart from the reproductive 
tract renders these tissues unfit for the healthy 
completion of childbearing. 


PHYSIOLOGICAL PROPERTIES INVOLVED 


In early life the secretory cells of the ovarian 
gland produce costrogens in a continuous 
supply to develop the constitutional physical 
and psychie qualities which characterize the 
female. Later in life, at the menarche, the fol- 
licular apparatus of the ovary—which is a 
temporary gland within a gland, designed to 
produce a temporary increase in the growth 
and the functional capacity of the tissues in 
the reproductive tract and breast as well as a 
temporary increase in general body metabolism 
in preparation for a pregnancy—becomes ac- 
tivated. The activation, maturation, resolution 
and atrophy of the follicular apparatus becomes 
a eyclic event during the reproductive period. 
Ovulation or the extrusion of a mature ovum 
from the follicle is merely a timed incident in 
the temporary existence of a healthy follicle. 
The maturation and atrophy of a follicle at-any 
time in the life of a human female, is not neces- 
sarily conclusive evidence that extrusion of a 
mature ovum from the ovary has recently 
oceurred. 

The regularity of the activation, the progress 
of the maturation and resolution, with rate of 





* From the Department of Obstetrics and Gynecology, 
Toronto General Hospital. 
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atrophic degeneration of the follicles tends to 
be lessened and retarded respectively as age 
advances. This interruption of progressive 
change in the existence of the follicle may re- 
sult in the follicular apparatus becoming 
arrested at any stage of its development, at 
which stage it continues to be physiologically 
active and to produce cestrogens or progestin 
for an indefinite period of time. Final complete 
arrest of follicular development, and ovulation, 
with the remaining secretory elements of the 
ovary continuing to secrete oestrogens in a 
variable low concentration frequently long 
after what is now considered the menopausal 
age is the most common way in which the age- 
ing process in the ovary as a whole progresses 
toward a state of complete atrophy. 

This variation in type of follicular function, 
and final complete arrest of follicular function, 
going on to atrophy of the whole ovarian secre- 
tory element, causes variation in the symptoms 
and in the signs which are observed in the 
menopausal age. An attempt will be made here 
to describe three main classes of women accord- 
ing to the signs and symptoms resulting from 
the action of the predominating functional 
elements in their ovaries during this period of 
life. Constitutional and psyehie changes, fune- 
tional diseases in the reproductive organs, and 
the treatment of these conditions will be briefly 
discussed in a general way, accordingly, and as 
members of each group are known to be affected. 


CLAss 1: THE Masority or HEALTHY WOMEN 


It has already been stated that the most com- 
mon type of ovarian atrophy during middle life 
is characterized by absence of ovulation, arrest 
of development of the follicular apparatus with 
a continued secretion of estrogens in low con- 
centration, frequently far beyond the age which 
we have considered as that which is defined by 
the term ‘‘the menopause’’. In other words, in 
so far as ovarian function is concerned the 
natural menopause is pubescence in a healthy 
reverse. If then, one may speak of this majority 
group of women as a class who experience the 
most natural menopause, it is timely that the 
most interesting developments of recent years 
in the investigation of this group may be briefly 
stated here. The secretion of estrogen in the 
urine of many women is known to occur long after 
the menopause. A varying degree of endometrial 
proliferation, in which cystic degeneration isa 
significant sign of physiological ageing, accom- 


panied by uterine bleeding which is either 
eyelic or irregular is indicative of ovarian 
failure of the menopausal type. The endo- 
metrium in the menopausal patient which is 
subjected to persistent cestrogenic stimulation 
is predisposed to some degree of a hyperplastic 
state, to polyp formation, and to malignant 
change. Therefore treatment actively directed 
at the uterus should have as an objective, pre- 
vention of cancer, removal of endometrial polyp 
and the control of bleeding. 

Ovarian atrophy is accompanied by some gen- 
eral neuro-vascular disturbances, and some mild 
emotional upsets which are not fully under- 
stood. Tissue changes in all sex organs occur 
which ean be explained on the basis of tissue 
atrophy. The neuro-vascular symptoms in 
gradual ovarian failure begin as a varying 
degree of collar flushing during moments of 
slight embarrassment. These minor neuro-vascu- 
lar symptoms ean be accepted as a warning 
objective sign that reproductive ability is on 
the wane. Finally, sympathetic nerve control 
of the superficial capillaries over the whole sur- 
face of the body is affected and general flushing 
with profuse pérspiration results. Emotional 
states of a minor nature such as erying without 
cause, or being unusually irritable in social rela- 
tions, can be attributed to failing ovarian 
activity. As a practical guide, nutritional dis- 
turbances when they appear either in the form 
of great weight gain or loss, and psychie dis- 
turbances beyond the degree of slight temporary 
emotional disturbances, should not be considered 
the result of ovarian failure and should be 
treated with the guidance of special knowledge 
as it applies to these states. Reduction in size 
of the uterus and cervix, loss of ruge in and 
thinning of the vaginal lining, atrophy of tissue 
components of the vulva and breast, are signs 
by which the degree of lessened cestrogen secre- 
tion ean be satisfactorily estimated for clinical 
purposes. 

Treatment.—To some extent, the general age- 
ing process in other tissues runs parallel with 
the diminishing secretion of cestrogens. It is 
not possible at the present time to combat this 
general tissue ageing by supplemental estrogen 
therapy alone. Objective symptoms and signs 
in the form of neuro-vaseular disturbances, 
mild emotional upsets, and atrophie states in 
the vaginal lining are best treated by replace- 
ment therapy in the form of the natural estro- 
gens, cstrone sulphate, (premarin tablets) 
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by mouth daily, or ostradiol benzoate, or 
diproprionate intramuscularly at intervals of 
four days to one week in severe cases. The 
dosage for either oral or intramuscularly ad- 
ministered preparations must be based on the 
degree of atrophy existing in the reproductive 
tract and the severity of the symptoms. 
Dosage must therefore be determined for the 
individual ease. In the absence of definite 
signs of atrophy in the vagina and cervix or 
when uterine or cervical bleeding is present 
replacement cestrogen therapy for verbal com- 
plaints should not be considered. 

Bleeding from the uterine cavity in this class 
of patient may be irregular and inconvenient, 
it is seldom sufficient to give rise to secondary 
anemia in the otherwise healthy woman. There 
is no supplemental hormone therapy which is 
of value or which can be considered a safe 
means of therapy for functional bleeding of 
the menopause. Uterine bleeding in the absence 
of cervical lesions, from a uterus which is 
atrophic or not grossly enlarged, can be re- 
corded and observed for periodicity and 
amount quite safely for a period of several 
months. Investigation and treatment of fune- 
tional uterine bleeding of the menopause in this 
class of patient must be scientifically based on 
absenee of gross ovarian enlargement, con- 
sistency and degree of enlargement of the 
uterus in the estimation of which parity must 
be considered, and on carefully kept records of 
periodicity and amount of bleeding. Gross 
enlargement of one or both ovaries removes 
the patient from this group. Gross enlarge- 
ment of the uterus apart from fibroids demands 
early investigation by curettage. Curettage 
when performed for diagnostic or prophylactic 
purposes offers temporary cure from trouble- 
some bleeding in many eases. The bleeding 
will reeur and become troublesome following 
this procedure in cases where there are no 
evidences of uterine atrophy. Intra-uterine 
radium up to one thousand to fifteen hundred 
milligram hours is a helpful means of control- 
ling the uterine bleeding and obliterating the 
recurring nidus, the endometrium. In the 
absence of acquired disease, hysterectomy is 
seldom necessary to control bleeding in this 
class of patient. 

Endometrial polyp formation is not uncom- 
mon. Polyps are diagnosed with difficulty 
even at time of curettement. The majority, 
however, are innocent, and can be removed by 
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curettage. Bleeding is a constant symptom, 
and enlargement of the uterus may or may not 
be an accompanying sign. 

Nulliparous and multiparous patients are 
subject to malignant change in endometrium 
maintained in a continuous proliferative phase 
of growth. The cancer institute would be well 
advised to study the economies of the extension 
of the privileges of cheaper examinations, in- 
cluding uterine curettement, to all women of 
the menopausal age, repeated if necessary at 
intervals. Carcinoma of the body of the uterus 
could be almost completely eradicated and dis- 
comfort and inconvenience from troublesome 
bleeding greatly lessened if this simple exam- 
ination could be made available on a more 
economic and less exacting basis. Statistics 
show that cancer of the body of the uterus de- 
pends on delay in submitting to a thorough 
gynecological examination, largely among pa- 
tients in this class in which the uterine bleed- 
ing is seanty and resembles a diminished 
menstrual flow. The age groups taken from 72 
consecutive cases of cancer of the body of the 
uterus recorded in the History Room of the 
Toronto General Hospital recently show the 
following distribution. Over 70 years of age: 
10 eases ; 65 to 70 years, 7 cases; 60 to 65 years, 
20 cases; 55 to 60 years, 13 cases; 50 to 55 
years, 6 eases; 45 to 50 years, 5 cases; 40 to 45 


years, 8 cases; 35 to 40 years, 3 cases; 30 to 35 


years, 0 cases. 

The treatment of cancer of the body of the 
uterus is by prevention. It is reasonable to 
predict that 61 of the above cases could have 
been prevented by a routine curettage with 
subsequent adequate treatment in suspicious 
cases performed on or near the 45th birthday. 


Cass 2: CoMMON HYPERFUNCTIONAL STATE 


The majority of women in this class are 
parous. The physiological mechanism which 
causes the follicular apparatus to develop to 
a state of submaturity and to continue to 
secrete cestrogens for an indefinite time, while 
other follicles develop in a like manner to a 
similar state of submaturity, giving rise to an 
elevation in cestrogen production, is not under- 
stood. Nevertheless, this is the type of ovarian 
activity which is characteristic in about 70% 
of women who are forced to seek relief from 
troublesome bleeding during the menopausal 
age. The uterine bleeding may be of a cyclic 
type or completely irregular with long periods 
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of freedom from bleeding between periods of 
flow. The uterus shows no signs of atrophy, 
the vaginal lining remains thick and retains 
its ruge and these women have no neuro- 
vascular or emotional symptoms. 

The endometrium is maintained in a very 
active state of proliferation, and glandular 
hyperplasia with a grossly thickened endo- 
metrium is the rule (Fig. 1). The difference 


At the time of' writing it is my opinion that 
healthy ovarian tissue should be preserved. 
There is a difference of opinion among well 
trained gynecologists concerning the preserva- 
tion of ovarian tissue at or past middle age. 
Some believe that if only one ovary is left the 
possibility of future trouble is reduced by 50%. 
My personal belief, as yet purely theoretical, is 
that the possibility of future trouble may be 





Fig. 1 
Fig. 1.—Thickened endometrium with cystic degeneration in the glands pathognomonic of prolonged 


estrogenic stimulation as a result of arrest of follicle maturation (X61). 
ness of uterus—the endometrium equals the muscular layer in depth of over 14 mm. 


in the ovaries. (Dr. D. M. Low’s case). 


Fig. 2 


Fig. 3 


Fig. 2.—Shows the whole thick- 
Active lutein bodies 


Fig. 3.—Section from area in Fig. 2 showing endometrium 


maintained in functional or secretory phase by prolonged secretion of progestin (x61). 


between this class of patient and that described 
in Class 1, is due to the difference in degree of 
cestrogen effect. In 70 caseg studied, every one 
had volunteered a history of prolonged periods 
of bleeding with spotting between periods of 
flow. Mild secondary anemia was found in only 
17 of the 70 cases. The anemia in these cases 
was due to blood loss over a period of several 
months rather than to sudden blood loss of the 
proportions of a hemorrhage. The character of 
the bleeding with the firm, slightly enlarged 
uterus, are important points in the clinical dif- 
ferentiation between this class and the next 
class to be described. 

Treatment.—There are no symptoms or signs 
in this group either subjective or objective 
which ean be attributed to ovarian deficiency 
until late in the fifth decade. Supplemental 
cestrogen therapy is contraindicated. 

This group contained 70% of the patients 
who sought treatment for uterine bleeding in 
which a pathological diagnosis of glandular 
hyperplasia was made. Recurrence of endo- 
metrial proliferation with bleeding follows soon 
after curettage. Patients in this group usually 
show some degree of acquired uterine affection 
resulting from repeated labours and are best 
treated by total hysterectomy. 


doubled by ablation of half the ovarian tissue, 
which leaves the remaining ovary subjected to 
a greatly increased stimulation from the pitui- 
tary hormones, which may give rise to peculiar 
development in the remaining ovary. It is 
advisable to remove both ovaries if ovarian 
disease of any degree is present. 


CuLass 3: SECRETORY HYPERFUNCTIONAL STATES 


My interest in the third and less common 
class of patient was aroused some fourteen 
years ago when in the course of observations 
in an attempt to estimate the state of ovarian 
activity, a condition in the uterus resembling 
a pseudo-pregnancy was discovered in a woman 
over seventy years of age. The ovaries in this 
patient contained several active lutem bodies 
and the endometrium was maintained in a full 
secretory phase.’ Since that time this marked 
softening of the lower segment of the non- 
pregnanev uterus with complete absence of any 
sign of diminished ovarian secretion—the re- 
verse being the case—and a tendency to blood 
loss approximating or constituting a hemor- 
rhage, has been considered a set of signs and 
symptoms indicative of persisting corpus luteal 
activity. Thirty-seven cases have been studied. 
Uterine hemorrhage ‘is sudden and severe. 
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eausing these patients to seek relief quickly. 
Eighteen cases of the 37 showed a marked 
secondary anemia, The endometrium is main- 
tained in a full functional or secretory phase 
(Figs. 2 and 3). 

To date no nulliparous patient has been 
observed showing this type of ovarian function 
in late years. Most of the cases studied have 
been multiparous with three or more pregnancies. 

The treatment is total hysterectomy to con- 
trol bleeding from a parous uterus. The bleed- 
ing is liable to reeur after dilatation and 
curettage alone. Radium therapy in cases 
where the uterus is large and soft is unsatis- 
factory because of the possibility of -offensive 
discharges and rarely, pyometra results from 
this form of therapy in this type of case. 


THE BREAST 


Prolonged secretions of estrogens will main- 
tain a state of chronic congestion in the breast 
with a tendency to proliferation of gland tissue 
and to eystic disease. The individual will com- 
plain of a sense of fullness which is constant, 
of pain and tenderness in the glands, and of 
a distressing feeling of heaviness or weight. 
The breasts are enlarged, tender and the texture 
of the gland substance is firm, coarse and 
lumpy on palpation. In a few eases definite 
lumps ean be isolated for quick section; in 
many cases one is confused as to what portion 
of the gland should be subjected to biopsy, the 
whole being involved. This condition is very 
common in patients described in Classes 2 and 3 
and may be found in some eases in Class 1. 
It is a transitory phase in the physiology of 
the breast and is completely relieved as ovarian 
atrophy progresses. The rdle of ovarian secre- 
tions as a factor in the cause of breast cancer 
will not be discussed here. 


CONCLUSIONS 


1. Three clinical types in women during the 
menopausal age have been described. The first, 
those in whom ovulation stops, follicle forma- 
tion becomes arrested and a gradual atrophy of 
remaining secretory elements in the ovary fol- 
lows over a period of years. Second, those 
women who have active sub-mature follicles con- 
tinuing to form, who present few symptoms 
during the menopause but irregular uterine 
bleeding. Third, the grarer type of patient, 
multiparous (three or more pregnancies) who 
have active lutein bodies in the ovaries and a 


state of pseudo-pregnaney maintained in the 
reproductive tract, in whom bleeding in the 
form of a hemorrhage is frequent, causing 
severe secondary anemia in over 50%. 

2. Women in Class 1 are in the majority. 

3. Subjective neuro-vascular and_ psychic 
symptoms during the menopause are best treated 
with the natural estrogens in the form of 
cestrone sulphate by oral administration. 

4. (Kstradiol benzoate or cestradiol dispro- 
prionate administered hypodermically are useful 
preparations for treatment of ulceration or 
senile vaginitis due to extreme degrees of 
atrophy. 

dD. The degree of atrophy in the breasts, ex- 
ternal genitalia and vagina is a useful clinical 
guide to requirement and dosage of estrogens 
in treatment of symptoms of the menopause. 

6. It is a desirable prophylactic measure to 
perform curettement on those patients in Class 
1 who have troublesome spotting or bleeding in 
the late fourth decade and definitely desirable 
in the fifth decade. Curettage is a diagnostic 
aid in all cases and controls bleeding in many. 
In eases where there is slight uterine enlarge- 
ment and no other sign of local disease, insertion 
of radium is often necessary to control or arrest 
the blood loss. 

7. Total hysterectomy should always be con- 
sidered as the optimum means of treatment to 
control bleeding and hemorrhage and as a 
prophylactic measure against malignant changes 
in Classes 2 and 3. 

8. The results of ovarian atrophy and loss 
of ovarian secretion on the general body 
economy are gradual and in a sense run par- 
allel with ageing processes in all glands and 
tissues. Great variations in weight and severe 
psychosis are not the results of ovarian defi- 
ciency alone. 


9. Carcinoma of the cervix, endometriosis 
and fibroid tumours of the uterus are three 
conditions which are often neglected and un- 
diagnosed until patients are well advanced in 
the menopausal age. Symptoms and signs from 
these diseases are frequently from far advanced 
or end stages of the disease, at this age, and the 
method of treatment is determined by the extent 
of the diseased process which is present. 
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SOME PRACTICAL GUIDING PRINCIPLES 
FOR CLOSED PNEUMONOLYSIS 


G. A. P. Hurley, M.D. 
Montreal, Que. 


JN the operation of closed pneumonolysis for 

intra-pleural adhesions, perhaps more than in 
most surgical procedures, the experience of 
the operator in ease problems and the be- 
‘haviour of tuberculous lesions, is of paramount 
importance. 

The actual bloodless division of adhesions is 
a matter of technical skill which can be easily 
acquired by anyone with manual dexterity, 
who possesses an average knowledge of 
anatomy. There are at present two techniques 
for closed pneumonolysis, namely: (1) the 
galvano-cautery method of Jacobeus; and (2) 
the high frequency electric cutting current— 
advocated chiefly by Matson. On this conti- 
nent, the former method is the more popular 
and the instruments devised by Coryllos are the 
most frequently used. Its chief advantage is 
its simplicity but a disadvantage is its relative 
inefficiency in controlling hemorrhage. The 
electro-surgical technique enables one to c¢o- 
agulate the tissue thoroughly before division 
and so practically obviates the risk of hemor- 
rhage and enables more rapid division. It is 
more complicated to work, however, and the 
apparatus is more expensive. By proceeding 
slowly with a relatively cool cautery the 
method of Jacobeus is perfectly safe. It is the 
method that is referred to throughout this 
article. 

The capacity to assess the value of dividing 
or even attempting division of any particular 
adhesion is, however, quite a different matter. 
The complications of an unwise attempt at 
division are of sufficient gravity to make this 
critical judgment a sine qua non for anybody 
who does this operation. Briefly, the chief 
complications are: 

1. Those due to wounding of the lung. Ifa 
diseased part of the lung is wounded the fol- 
lowing sequele may result: (a) broncho-pleural 


fistula; (6) tuberculous or mixed infected 
tuberculous empyema; (c) tension pneumo- 
thorax. 


If a non-diseased portion of lung is divided 
tension pneumothorax is the principal accident 
to be feared. Serious hemorrhage rarely re- 
sults from wounding the lung. . 





2. Those due to wounding: of the mediasti- 
nal or parietal structures. The chief of these 
complications is life-threatening hemorrhage 
which may be of gradually increasing severity 
when an intercostal vessel is injured or of 
rapidly inereasing severity, usually fatal, when 
a large vessel of the mediastinum is wounded. 
Rarely an intercostal nerve or the phrenic or 
vagus nerves in the mediastinum may be 
damaged. The chief danger of touching a 
nerve with the live cautery is a sudden move- 
ment on the part of the patient which may 
cause the cautery to damage neighbouring 
tissue. 

In order to avoid the complications, or at 
least reduce them to the minimum, the surgeon 
must take into account the following factors: 

1. The type and extent of the disease.—There 
is not much hope of acquiring a useful pneumo- 
thorax in a lung affected by acute pneumonic 
phthisis or caseous pneumonia. The attempt 
may be dangerous in a patient with a large 
cavity in the lung, particularly if it lies close 
to the visceral pleura. 

In a patient with extensive bilateral disease 
and greatly lowered respiratory reserve the 
actual opening into the chest may allow suffi- 
cient additional collapse of the lung to cause 
asphyxia. The surgeon may, by careful mani- 
pulation, prevent the aecumulation of an undue 
amount of air within the chest and should too 
much air enter, it can be rapidly evacuated by 
using the patient’s expiratory movement to 
expel it. Thus, one should proceed with great | 
caution in cases with greatly diminished 
respiratory function and where there is already 
evidence of dyspnoea, the attempt should 
certainly be abandoned. 

2. The age and size of the pneumothorax.— 
It is almost certain that the duration of the 
pneumothorax is of little importance. As a 
rule the sooner the pneumonolysis is done after 
the induction of the pneumothorax the better. 
It can usually be undertaken within two weeks 
of the pneumothorax induction.. In old-estab- 
lished pneumothoraces the pleura becomes thick- 
ened and the lung borders difficult to define, 
while the adhesions themselves become stiffer, 
shorter, and sometimes more vascular. These 
developments increase the hazard of division. 
The size of the air-containing space is, however, 
of great importance and must be such as to 
allow safe manipulation of the instruments 
within the chest. Careful determination of the 
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site of the adhesions and their relation to the 
established space must be achieved by fluoro- 
scopy and postero-anterior and oblique x-rays. 
Air aspiration at the site of the intended can- 
nula entry must be done and careful probing 
for the lung at the same spot with a blunt 
probe such as the Kiiss needle gives one addi- 
tional information on this point. The lung must 
have fallen away from the chest wall by at least 
one inch before safe introduction of the trocar 
and cannula can be counted on. Having intro- 
duced one cannula, the thoracoscope can then 
be inserted and one ean form a final judgment 
as to the wisdom and method of proceeding 
further. 

3. The appearance of the pleura.—The mere 
presence of intrapleural adhesions indicates 
disease of the pleura, but in a large proportion 
of cases division of this diseased tissue does not 
lead to further complications. Possibly the 
adhesions are usually caused by a non-specific 
inflammatory process proceeding from the actual 
tuberculous lesion deeper in the lung, and their 
division does not involve transection of tuber- 
culous tissue. Outspoken tuberculosis of the 
pleura, however, as indicated, for example, by 
miliary tubercles on the membrane, constitutes a 
contraindication to intra-pleural pneumonolysis, 
and indeed to pneumothorax itself. Tuberculous 
empyema can be expected to develop soon here 
unless the pneumothorax is promptly abandoned. 

The presence of a pleural exudate should also 
cause some hesitation. A small clear effusion 
such as one sees in a large proportion of pneu- 
mothoraces is of no consequence. A rapidly in- 
creasing effusion accompanied by rise in temper- 
ature, however, should probably constitute a 
contraindication. An acutely inflamed, reddened 
pleura likewise indicates non-acceptance of the 
risk. 

4. The character of the adhesions.—(a) The 
site of the adhesions. Clearly the first essential 
for the surgeon is a thorough knowledge of the 
topography of the interior of the chest. 

1. Peripherally placed adhesions are obviously 
eapable of division without much danger pro- 
vided that their length is such as to enable one 
to avoid wounding the lung or an intercostal 
blood vessel. 

2. Adhesions lying close to the mediastinum 
on the other hand involve working with the 
cautery in close proximity to important vital 
structures. Manipulation of the cautery here 
requires skill and cool courage but these qual- 


PNEUMONOLYSIS 





Canad. M.A. J. 
LJune1947, vol. 56 






ities will not operate in the patient’s favour if 
the adhesions lie too near the large vessels. A 
sudden movement of the conscious patient may 
result in a calamity. It is fortunate that short 
adhesions placed very close to the mediastinum 
are rarely of much importance from the point 
of view of hindering satisfactory collapse of the 
lung. 

Adhesions lying in the anterior part of the 
dome of the pleura frequently cover and obscure 
the subelavian vessels and the brachial plexus. 
It is necessary therefore to proceed very cauti- 
ously here. At least one instance of division of 


a subelavian vessel possibly drawn by fibrous 
tissue pull into an adhesion, has been reported. 
Adhesions occupying the posterior part of the 
pleural dome, particularly if attached below the 
neck of the first rib, can be tackled with much 
greater freedom. 





Fig. 1.—Right pleural space, in sagittal section. 


. (1) Pericardium; (2) right innominate vein with right 


phrenic nerve lying on it; (3) trachea with right vagus 
nerve lying on it; (4) q@sophagus; (5) intercostal 
vessels being crossed by the sympathetic chain. 

Fig. 2.—Left pleural space. (1) Pericardium; (2) 
left innominate vein; (3) esophagus; (4) intercostal 
vessels being crossed by the sympathetic chain. The 
arch of the aorta (crossed by the left vagus and 
phrenic nerves) together with the left common carotid 
and left subclavian arteries are shown in black. 

Fig. 3.—Types of intrapleural adhesions. (1) String 
adhesion; (2) band adhesion; (3) block adhesion; 
(4) surface to surface adhesion. 


(b) The type of adhesion. The types of ad- 
hesions commonly met with may be briefly 
classified as follows: (1) strings—of varying 
thickness and length; (2) bands—of varying 
width, thickness, and length; (3)—blocks of 
varying shapes, thickness, and length; (4) 
parietal to visceral pleura surface apposition. 

In order to ensure a bloodless division of an 
adhesion it is necessary to work with a rela- 
tively cool cautery. The cautery tip should 
not show more than a dull red glow in a 
darkened room and it is better still if no glow 
is apparent and the cautery is sufficiently 
active to burn slowly through a strand of 
ordinary surgical gauze with a charring effect. 
If a blood vessel is seen in the adhesion this 
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may first be coagulated: with a flat cautery tip 
before being divided with the edge. Should 
free bleeding occur the leak may be sealed by 
- pressing the slightly heated tip against the 
bleeding point. 

Division of a string adhesion is usually an 
easy matter; these adhesions are commonly of 
considerable length and avascular. A band 
adhesion, similarly, if a centimetre or more in 
length, can be disposed of without much trouble. 
These adhesions may contain fair - sized 
arterioles which require to be slowly coagulated 
before division. 

The block adhesions require to be tackled 
with great care because, owing to their thick- 
ness and irregular shape, the lung tissue may 
extend into them for a considerable distance 
without being detected. Piecemeal slow divi- 
sion should be the rule for these, with frequent 
use of the cold cautery tip for blunt dissection. 
Blunt dissection, however, is apt to cause bleed- 
ing by tearing the contained vessels, and the 
motions must be of a gentle character. If it 
is seen that persevering with the division is apt 
to wound the lung then the attempt must of 
course be abandoned. As already mentioned, 
short block adhesions lying in the upper 
anterior part of the chest are apt to cover the 
subclavian vessels and the brachial plexus, and 
here it is often wiser not to attempt division. 

Broad adherence of the visceral and parietal 
layers of the pleura if not of too great an extent 


ean frequently be separated by pushing the 


lung away gently from the chest wall with the 
cold cautery tip. Too extensive or forceful a 
dissection of this type, however, is apt to 
wound the lung or an intercostal vessel, and 
should not be tried. This is particularly true 
‘if the adhesion is very resistant and of long 
duration. Surface-to-surface adherence or a 
block adhesion overlying a cavity in the lung 
must be treated with appropriate respect, be- 
eause forceful dissection or ineautious division 
may open into the cavity leading to broncho- 
pleural fistula and probably mixed infected 
empyema. 

Hence it is evident that both the block and 
surface-to-surface broad adhesions are often 
best left without attempting division, and it 
is here that the judgment of an experienced 
operator is of decisive value. 

5. Availability of facilities for blood trans- 
fusion and open thoracotomy.— Many closed 
pneumonolysis operations are performed in out- 


lying sanatoria which do not possess facilities 
for performing open thoracotomy. It is clear 
that under these conditions the surgeon must 
be doubly careful not to endanger the patient’s 
life through hemorrhage. Conversely, in more 
centrally located larger institutions where all 
facilities are available the surgeon is free to be 
bolder in his procedure. Thus, under ideal con- 
ditions, this operation should be performed only 
where facilities for major surgery are available. 

At the close of the operation, the intra-pleural 
pressures are brought to zero or not more than 
plus two on expiration, by aspirating air. If 
the breathing is not comfortable at these 
pressures further air should be removed. The 
chief guiding principle of the postoperative 
period is close (daily, at first) fluoroscopic 
control so that the pneumothorax may not be 
lost by the passing of the air into the tissues. 
Should this oceur, appropriate refills of air 
must be given. Tissue emphysema is rarely 
seen after the third postoperative day. 

Serous or sero-sanguineous fluid collections, 
if reaching above the lower fourth of the chest, 
are best removed by aspiration. 


& 


EFFECTS OF GALVANIC STIMULATION 
ON LIMB VOLUME IN NERVE 
INJURIES* 


James E, Bateman, M.D. 
Toronto, Ont. 


HE aim of re-construction in extremities 

with peripheral nerve injuries is maximum 
function of the part. Recovery of function will 
depend on the state of the muscle fibres as well 
as on the extent of re-innervation. While much 
attention has been paid to the diagnosis of 
nerve injuries and to the technique of suture, 
the care of the muscle on the other hand has 
been relatively neglected. Some of this neglect 
arises from the lack of an accurate physiologi- 
eal explanation of the atrophy which occurs 
following denervation. The process of atrophy 
begins a few days following nerve section and 
leads to severe damage of the contractile 
muscle elements. The atrophy increases, is ac- 
companied by degeneration and followed by 
infiltration of fibrous tissue. This progressive 


*From the Orthopedic Division, Christie Street 
Hospital. 
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fibrosis in addition to damaging contractile 
elements, seriously interferes with re-innerva- 
tion of motor end plates by blocking or con- 
stricting regenerating axones. The obliterating 
fibrosis will further jeopardize the formation 
of new patterns of innervation and the utiliza- 
tion of new motor end plates. 

Among the therapeutic measures prescribed 
to diminish atrophy, electrical stimulation has 
the most scientific evidence to support it. 
Opinions regarding the value of electrical 
stimulation have long been in eonflict, but 
during the recent war, strong experimental 
evidence in favour of electrical exercise has 
been introduced by several workers, notably, 
Solandt and his associates, Gutman, and Gutt- 
mann and Hines. The results of these carefully 
controlled experiments in animals indicate: 
(1) The atrophy of denervation may be de- 
creased by electrical stimulation. (2) The 
effectiveness of electrical stimulation varies 
directly as the number of treatments within 
the fatigue level. (3) The electrical stimula- 
tion accelerates the return to normal volume 
after re-innervation has begun. (4) Less 
fibrosis, larger muscle bundles, more definite 
striation is apparent microscopically following 
adequate galvanic stimulation. 

On the clinical side, reports of definite 
measured improvement following electrical 
stimulation have been meagre. There are pos- 
sibly several factors contributing to this. In 
the past, changes following stimulation have 
been recorded by measurements of the circum- 
ference or by plaster models. Such methods 
do not appear sufficiently accurate. Experi- 
mental evidence recently has indicated that 
significant change in muscle volume may be 
expected only from frequent continued stimula- 
tion. Clinical trials previously reported have 
been based very possibly on inadequate therapy 
as compared with present standards. The 
significance of proper exercise for atrophied 
muscles has received important emphasis in the 
recent application of the heavy resistance 
routine by Delorme. This recognition of a 
proper stimulus in muscle exercise has produced 
striking results. In the same way it is possible 
that the proper electrical stimulus for de- 
nervated muscle will be of value. From these 


observations of past experimental and clinical 
records. it is apparent that the effects of ade- 
quate electrical stimulation should be thoroughly 
re-investigated from a clinical standpoint. 


The problem of accurately assessing changes 
following electrotherapy has been a vexing one. 
Clinical observation, measurements of cireum- 
ference and so on are only rough indications 
of any change and are not reliable. To assess 
changes in uniform fashion, the estimation of 
limb volume is the most accurate method. 


Changes in limb volume may be estimated by care- 
fully measuring fluid displacement in a properly con- 
structed cylindrical tank. Investigation of this problem 
was carried out in injuries of the arm, and after several 
trials a suitable tank was constructed (Fig. 1). The 
size and shape of this cylinder needs to be such that the 
largest arms may be accommodated and yet be as small 
as possible to attain maximum displacement of the 
fluid column. Changes in the arm may be more easily 
recorded and compared than those in the leg and at the 
same time the misleading changes of cdema, vascular 
disturbances, and effects of gravity will be more easily 
controlled. The method followed in this investigation 
was to record fluid displacement after immersion of the 
arm to a certain level in the tank. The fluid displace- 
ment was measured by an attached gauge. The depth 
of insertion of the arm in the tank was accurately con- 
trolled and measurements were made at the same level 
in a given arm over a period of months. The level of 
measurement was taken from an unchangeable bony © 
point, the olecranon, and the depth of immersion indi- 
cated in inches proximal to the olecranon. This was meas- 
ured accurately by means of a broad right-angled wooden 
ruler which was applied along the subcutaneous surface 
of the ulna. The usual distance for immersion was six 
inches above the olecranon, or olecranon plus six. Oc- 
casjonally, because of the length of arm or because of 
limitation of extension at the elbow, measurements were 
made at a lower level, for example, olecranon plus three. 







SEV eese east 


Fig. 1 Fig. 2 


The establishment of a common recognized 
relationship to normal limb volume was ac- 
complished first by comparing one hundred 
right and left arms. This was used as a base 
line to assess errors in recording and technique, 
and also for comparison of the volume changes 
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in injured limbs. Measurements were made of 
injured arms before and after immobilization 
in plaster, with electrical stimulation, and with- 
out electrical stimulation, after neurorrhaphy 
and after neurolysis. As far as possible, read- 
ings were repeated at monthly intervals and 
followed for eight to ten months. 


RESULTS 

Observations were confined to 217 injuries 
in the arm all of which needed treatment. This 
included 86 nerve sutures on whom accurate 
measurements were made before and after 
suture, and followed for eight months. 

1. Comparison of normal right and left arms. 
—The average volume difference was 51.84 c.c. 
This reading was at a leve] of six inches above 
the olecranon, the dominant arm being larger. 

2. Changes after immobilization in plaster for 
12 weeks without electrical stimulation.—The 
average loss was 56.7 e.c. 

3. Changes after immobilization in plaster for 
12 weeks with electrical (galvanic) stimulation 
through the plaster—All showed a basic gain 
averaging 8 c.c¢. 

4. The progressive changes with electrical 
stimulation following neurotmesis and axonot- 
mesis are recorded graphically in Fig. 2. The 
results are compared with a series of 30 pa- 
tients not receiving treatment. 


DISCUSSION 

In plaster, with electrical stimulation, there 
was an average gain of 8 ¢.c.; without stimula- 
tion there was an average loss of 56 ¢.c. This 
means a gross difference of 64 ¢.c. between 
arms receiving and not receiving treatment. 
In terms of clinical observation, this is a differ- 
ence slightly greater than that normally seen 
between right and left arms. Improvement 
with treatment rose steadily for six months 
and then remained relatively stationary. The 
average change has been charted in the graph 
but analysis of the 86 nerve sutures on whom 
all readings were available showed that not all 
gained consistently with electrotherapy. Sixty- 
three showed a positive balance as compared 
with the level before suture, 20 showed no 
significant average gain while 6 showed a slight 
consistent loss. The maximum loss occurred 
in an ulnar suture above the elbow and showed 
a loss of 12 ¢.c. over a period of 8 months 
despite adequate therapy. 

The changes in limb volume were even more 
striking in those ‘patients with an axonotmésis 


or in those in which only a neurolysis was 
necessary. Their gain was roughly double that 
of nerve sutures and showed a more progres- 
sive pattern for five months, but volume then 
continued to increase instead of levelling off. 
In the control series, nerve sutures without 
electrical stimulation never showed a positive 
balanee. Their loss was greatest soon after 
suture and decreased slightly after removal of 
plaster. 

The gross difference between treated and 
non-treated cases following removal of plaster 
at six months was 42.5 ¢.c. or slightly less than 
the usual difference between normal right and 
left arms. It is seen that this difference is 
slightly less than that recorded immediately 
after plaster immobilization, indicating that 
there is some benefit derived from active use 
of the extremity but it is measurably less than 
the change due to electrical stimulation. The 
longer the period without electrical stimula- 
tion, the greater the volume difference observed 
between treated and untreated extremities. 
This difference however is contributed to more 
by increasing atrophy of the untreated ex- 
tremity than decreasing atrophy of the treated 
extremity. It is apparent that a positive 
balance is most easily obtained with treatment 
early after suture, while in the later months, 
the effect of stimulation is to minimize or slow 
down the atrophy. 


CONCLUSIONS 


1. Adequate continued galvanic stimulation 
of denervated muscle produces measurable in- 
crease in limb volume. This corroborates 
previous experimental results in animals. 

2. The changes are such that careful volumetric 
examination is necessary for demonstration. 

3. Improvement from electrotherapy is great- 
est in the early period after nerve suture. 

4. The improvement which may be expected 
from electrical stimulation is roughly com- 
parable to the difference seen between normal 
right and left arms. 

5. Not all nerve sutures will maintain a posi- 
tive balance even with adequate electrical 
stimulation but increasing atrophy may be 
prevented in 93% of nerve sutures. 

6. It is felt that the average consistent 
volumetric improvement following electrical 
stimulation as compared with the average con- 
sistent loss without treatment is a sound 





630 WILLIAMS: 


INTESTINAL PARASITES 








Canad. M.A. J. 








basis for continued use of adequate galvanic 
stimulation. 
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INTESTINAL PARASITES FOUND IN 
SURVEY OF REPATRIATED 
HONGKONG P.O.W. 


T. H. Williams, M.D., C.M., D.T.M.&H.(Eng.) 


Director of Laboratories, Deer Lodge 
Hospital, D.V.A., Winnipeg, Man. 


HE Winnipeg Grenadiers were one of the 

two battalions which fought at Hongkong 
and were for years prisoners in the Orient. 
When these men were released from prison 
camps in Japan and Hongkong and began to 
arrive home in Winnipeg we anticipated from 
experience in the Orient that they would bring 
with them numerous parasitic infections. 

The first returned Grenadier admitted to Deer 
Lodge Hospital was found to be suffering from 
malaria, amebiasis, and ascaris infection. Ac- 
cordingly orders were issued that all hospital 
cases returned from the Pacific theatre of war 
should have a full survey for parasitic infec- 
tions immediately on admission. This survey 
was also carried out, by orders from the Officer 
Commanding M.D. 10, on all ex-Hongkong re- 
turnees to Military District 10 whether admitted 
to hospital or not. Deer Lodge laboratories were 
requested to conduct this survey on all returnees 
hospitalized or otherwise including those in 
other hospitals in the area. This was under- 
taken and carried through at a time when our 
own hospital and laboratories were taxed to the 
full and to assist in the survey certain officers 
and other ranks of the R.C.A.M.C. were detailed 
for duty at Deer Lodge. We thus obtained for 
a time the very able assistance of Captain M. J. 
Miller an expert parasitologist who has reported 
similar surveys done by him.’»? He was later 
replaced by Captain C. R. M. Eaid who had 
some previous experience in parasitology. These 
with our own staff put through frequently over 
100 examinations per day. 

The survey has now been completed except 
for a few rechecks and a total of 553 veterans 
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have been examined with results as shown in 
Table I. 


TABLE I. 


PARASITES FOUND IN 553 EX-PRISONERS RETURNED 
FROM HONGKONG 


Percentage 

Entameba histolytica ......... 72 13.0 
HiNGAMMOs {COLL | <shies 66 ieieecss oh 180 32.5 
indGltmeas “AANA Soc a5).<!0 co < 123 22.0 
Iodameba butschlii ........... 21 4.0 
Giardia Magia oc. cc clcascte Ss ot 6.7 
Chilomastix mesneli ........... 21 4.0 
Trichomonas hominis .......... 7 is 
Isospora hominis ..........-.-.. 1 0.2 
Asearis lumbricoides .......... 193 35.0 
"EPICRUTIS CHICHIULGS 44.6.6 ae 520 116 21.0 
TEOGRWOTID, WSs Seisseid os.ciarmereae 14 2.5 
Enterobius vermicularis ....... £ 0.2 
Trichostrongylus ecolubriormis ... 1 0.2 
TOtal CXAMINCE? 6.254% .40'< wcswies 553 


METHOD 


The method followed was similar to that de- 
scribed for our survey of men returned from 
service in Mediterranean areas.° Three or more 
stool specimens were examined from each man 
by direct smear in saline and D’Antoni’s iodine 
and by zine sulphate flotation technique. All 
positive findings were reported and treatment 
given, after which recheck was done one week 
or more after treatment for helminths and also 
3 months after treatment for protozoa. A second 
recheck has recently been carried out on many 
of these men. 


DISCUSSION 


Helminths.—As we had expected, the inci- 
dence of helminth infection was much higher 
than in those returned from Mediterranean 
areas. Many of this group had been held for 
examination and treatment at centres en route 
before their arrival here so that the total in- 
cidence of parasitic infection was higher than 
our results indicate. Those who flew direct home 
or hitch-hiked from the south west Pacific and 
reached us with pristine freshness were all 
found to harbour some form of parasite. Ascaris 
lumbricoides was the most frequent parasite 
found and was met with in 193 persons, being 
35% of all examined, This is the most spectacu- 
lar of the parasites harboured and its un- 
heralded appearance in the feces was of ma- 
terial assistance in getting co-operation from 
troops in the survey. The ova are distinctive 
and numerous, since each female is believed to 
produce an average of 200,000 per day and the 
diagnosis is fairly easy. However, repeated ex- 
perience has taught us that an overgrown male 
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worm may be passed after a therapeutic test 
when fecal examinations had been negative. 
The standard treatment given was hexylresorci- 
nol, in the form of 5 erystoids containing a 
total of 1 gram on an empty stomach early in 
the morning, followed by a saline purge 3 hours 
later. Oil must never be given following vermi- 
fuge as it increases toxic absorption of the 
poisons used, 

Treatment given soon after return from 
prison camps was frequently not successful in 
removing all worms, and ova reappeared in the 
feces a week after treatment, whereas treat- 
ments given some months after repatriation were 
almost always successful in completely eradicat- 
ing the parasites. The failure to eradicate all 
worms in the cases treated early may be due to 
the probability that there were then larval 
forms in transit through the viscera, lungs, etc., 
en route to their intestinal final abode. Such 
larval forms would not be exposed to the vermi- 
fuge during that part of their development 
during migration through liver, heart. and lungs. 
Since no reinfection would be expected under 
Canadian sanitary disposal of feces, cases 
treated somewhat later after return to Canada 
would have all worms already in the intestine 
where they are exposed to the vermifuge. There 
is also the question of improved general health 
of the patient at this later treatment, since re- 
sistance to helminths has been shown to vary 
with general health and particularly with 
dietary sufficiency. Of 121 initial treatments 
given there were 33 still showing ova when re- 
checked after a week or more. A second treat- 
ment with 5 hexylresorcinol erystoids cleared 30 
of these 33. The remaining 3 were given 2 ¢.c. 
tetrachlorethylene and 1 c.c. oil of chenopodium 
in capsules, which cleared 2 of them, The re- 
maining case was cleared after repeating the 
above mixture. All cases resurveyed 10 to 12 
months after return to Canada and treatment 
were found negative. One untreated case 
recently passed a solitary male ascaris. 

Trichuris trichiura (whipworm) was a fairly 
frequent finding, amounting to 116 cases, being 
21% of all persons surveyed. This is much 
higher than was found in our Mediterranean 
veterans. Frequently this was not found in 
patients until other parasites, especially ascaris, 
had. been cleared. A subsequent flotation test 
for recheck often brought the typical barrel- 
shaped double handled whipworm ova to notice. 
Most of these were comparatively light infec- 





tions and consequently of no pathological 
significance, but in some cases the infection was 
heavy and these men appeared improved by 
vermifuge treatment. However occasional ova 
could usually be found on recheck and this 
parasite is notoriously difficult to entirely eradi- 
cate. Treatment was the same as detailed above 
for ascaris. 

Hookworm was found in 14 cases and worms 
recovered after treatment were all Ancylostoma 
duodenale. The ova rise well with zine sulphate 
flotation, but may easily be missed if the whole 
cover slip preparation is not carefully searched, 
and have a tendency to be near the edges and 
corners of the cover slip. Also it is important 
that the stool be fresh, as otherwise the ova will 
have hatched and the larve left the egg, which 
occurs in 24 hours under warm conditions. This 
is one reason why stool specimens must all be 
examined the same day as voided unless pre- 
served in formalin, which prevents hatching. 

Of 11 cases treated with hexylresorcinol, 7 
were cleared. The remaining 4 were then given 
2 e.c. tetrachlorethylene and 1 c¢.c. oil of cheno- 
podium in capsules on an empty stomach fol- 
lowed by a saline purge after 3 hours. One 
ease still showed ova in the stools a week later 
and this case cleared after repeating the above 
treatment some weeks later. It is not wise to 
repeat too quickly and is not necessary, as the 
first treatment will reduce the infection below 
clinical pathological levels. Also it is wise to 
fortify the liver for a few days before giving 
any volatile hydrocarbon vermifuge and this 
ean be conveniently done by giving calcium 
lactate. We have had no untoward reactions 
from any of our vermifuge treatments here but 
I have seen them elsewhere. 

Only one case of Enterobius vermicularis 
(thread-worm) was seen. It is probable that 
more might have been found if the Scotch tape 
method of diagnosis had been tried on a large 
seale, but it was not sufficiently indicated to be 
attempted on so many men. This test is very 
simple and by actual test by the author has been 
proved many times more efficient than other 
methods of diagnosis for suspected threadworms. 
Our modification is simply to wind a layer of 
Seotch tape sticky side out around the end of 
a tongue depressor leaving a centimetre or so 
projecting at one side where it is cut from the 
spool of tape. Have the subject stoop over and 
spread the buttocks with his hands, not yours, 
and touch the Scotch tape, by means of the 
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tongue depressor acting as a handle, against the 
right and left borders of the anal opening. Then 
place the tape-encircled tongue depressor on a 
clean glass slide and stick down the projecting 
margin, Unroll the tape sticking it to the slide 
as you do so and smooth it with the tongue 
depressor which is then discarded. Thus you 
have a permanently mounted microscopic prep- 
aration without having yourself touched any 
infected surface. We have such preparations 
stored for 4 years and still in good condition. 
Ova can readily be found by scores if worms 
are present. 

One case of Trichostrongylus colubriformis 
was found. These ova and worms somewhat re- 
semble hookworms and the treatment is the 
same. The ova do not rise as well with zine 
flotation. The infection was undoubtedly picked 
up in Japan, where it is not uncommon. 

No cestodes or trematodes were encountered. 


PROTOZOA 


Entameba histolytica was found in 72 eases, 
being 13% of all examined. This we feel is a 
minimum figure, as only a small part of those 
examined were hospitalized and in most cases 
only 3 specimens were examined. With the 
drive of over 100 stool specimens per day to be 
examined sufficient time could not be spent on 
each ease for sure recognition of all positives, 
if such a thing is possible with amebiasis. A 
few cases negative in the rush to be cleared before 
the first Christmas at home after a Japanese 
prison camp were later found positive at re- 
survey, but on the whole resurvey has added 
little to the first results. Only a small per- 
centage of those infected were shown to have 
active trophozoites; most were cyst passers. 
Some had already been treated en route home 
and either not cleared or had recurred. In our 
treatment here it was felt that owing to prison 
dietary deficiencies with avitaminosis effects on 
heart and liver it would be best to use the less 
toxic diodoquin rather than emetine and ecar- 
barsone. Accordingly 3 tablets, each 3.2 grains, 
were given orally t.i.d. for 20 days. Stools were 
negative usually after 8 days and invariably 
after 12 days of treatment and for a time after 
completion of treatment but some cases recurred. 

All cases treated at Deer Lodge Hospital were 
told to return after 3 months for a recheck. 
Notices were sent out to them and of 49 cases 
of amebiasis resurveyed after periods varying 
from 2 to 11 months only 4 were found still 
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passing FE. histolytica cysts. These were re- 
treated by intramuscular injection of emetine 
hydrochloride 1 grain each day for 8 days, fol- 
lowed by ecarbarsone 0.25 gram morning and 
evening for 10 days. Up to the present none 
of these resurveyed have been found to have 
relapsed. Some have been rechecked, 3 stool 
specimens each time on 2, 3 or 4 occasions over 
a period of one year and all proved negative. 

Many men negative on first check have been 
rechecked since, and of these only 3 have been 
found passing cysts of E. histolytica. 

Giardia lamblia was found in 37 being 6.7% 
of all surveyed. Giardiasis in our experience 
has been the only proved cause in numerous 
cases complaining of frequent watery bowel 
movements without blood. In these cases treat- 
ment was given of mepacrine (atebrine) 0.1 
gram t.i.d. for 8 days. This caused immediate 
cessation of diarrhea and no trophozoites or 
cysts could be found one week after completion 
of treatment but in 7 eases there was later 
recurrence and Giardia were again found. A 
second course of similar treatment was given and 
6 cases then remained clear. The other case 
again recurred and was given a third course, 
after which he has remained free of symptoms 
to date. The probability of autoreinfection in 
some of these cases must be considered. Many 
persons harbouring Giardia lamblia show no 
symptomatology whatever while others have 
definite dysenteric attacks. 

Isospora hominis was found in one patient. 
This man also had moderate trichuris and heavy 
ascaris infection. He was anemic and under- 
nourished. He was first treated for his hel- 
minths with hexylresoreinol and the treatment 
had to be repeated. He complained of watery 
diarrhea .at intervals of a week or more with 
duration of a week of diarrhea. No blood was 
seen on any occasion. Search of the stool 
showed typical cysts of Isospora hominis. Owing 
to his debilitated condition we first tried diodo- 
quin as detailed above for ameebiasis. After the 
first 12 days of treatment daily stool specimens 
showed no Isospora but 2 days after treatment 
was completed symptoms again appeared and 
Isospora were again present on examination. 
He was then given emetine hydrochloride, one 
grain intramuscularly for 8 days followed by 
carbarsone one capsule of 0.25 gram b.id. for 
10 days. Isospora disappeared and the diar- 
rhea ceased and did not recur. Careful search 
of 5 specimens six months later showed no 
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parasites present. The patient had now gained 
considerable weight and strength. 


MULTIPLE INFECTIONS 
These were so common as to be the rule; of 
72 persons harbouring EL. histolytica, 66 had 
multiple infections as shown in the table below. 


TABLE II. 


ENTAMM@BA HISTOLYTICA IN COMBINATION WITH: 
Oe ee ee eer 12 
OE: WEE TO, iio 5 56 hha hacnnwnnd 12 


Amebria WamOrieeiGes ... 6... sed cccsvcsecss 10 
TICHUMS CFIGHIETE «2. i... veces ccs sseeecs 3 
ee hace einen enaeehewaareas + 
One helminth and one protozoa .......... 9 
One helminth and two protozoa ......... 11 
Two helminths and one protozoa ........ + 
Three helminths and two protozoa ....... 1 
Entameba histolytica only .............. 6 
SE. Se see ha dawwieKiecian dees ein neunks 72 


Ascaris lumbricoides exclusive of those asso- 
ciated with EL. histolytica was found in combina- 
tion as shown in Table III. 


TABLE ITI. 


MULTIPLE INFECTIONS WITH ASCARIS OTHER THAN 
IN TABLE IT. 


See ME hv ci onsaavinsacanens 15 
BOE -cs4eccccsivnnceekenacweiasnus 3 
ce TPT eT TT ere ee ere T TT re 2 
One protozoa other than E. histolytica ... 25 
Two protozoa other than E. histolytica ... 13 
Three protozoa other than E, histolytica .. 5 
One helminth and one protozoa .......... 19 
One helminth and two protozoa .......... 8 
Combinations with E. histolytica ........ 29 
Ascaris lumbricoides only ............... 84 
Total double infections .......... 123 
Total triple infections .......... 80 
Total quadruple or more infections 29 
Total multiple infections ........ — 232 
Single parasite infections ........... 165 
No parasites found (28.2% of all) .... 156 


COMPARISON 


For comparison with these men returned from 
Hongkong prison camps we have checked the 
results of 175 enlisted personnel returned from 
service, chiefly in R.C.A.F., in India, Ceylon 
and Burma. These showed 56% having no 
parasite infection. The endemicity of parasite 
infection in the two localities is similar but the 
Grenadiers as prisoners were inadequately fed 
and housed with poor sanitation facilities and 
were reduced to eating everything of a protein 
nature obtainable by issue or otherwise. Also 
by comparison 100 patients in hospital returned 
affer service in northwest Europe showed 74% 
with no parasite infection. 

Surveys on returned personnel have been re- 
ported by Bews and Choquette,? Miller,? 


Fletcher, Dougan and Sammon‘ and William3.5 


It is pointed out that the Hongkong returnees 
reported by Fletcher et al, were hospitalized pa- 
tients, while the present survey included all 
returned personnel most of whom were not 
hospitalized. 

Figures for malaria are not included in this 
parasite survey because so many of these were 
diagnosed and treated elsewhere that our figures 
would only be misleading. 


SUMMARY 


Five hundred and fifty-three veterans re- 
turned from prison camps in Hongkong and 
Japan showed only 28.2% free of any intestinal 
parasites as compared with 56% free of para- 
sites after service in India, Ceylon and Burma 
and 74% free of parasites after service in north- 
west Europe. Helminths were much more often 
found than in any other returned troops. Patho- 
genie protozoa were approximately equal to find- 
ings in Mediterranean servicemen. One case of 
Isospora hominis was found. Treatment used 
and results of rechecks are given. 
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RésuME 


Chez 553 vétérans de retour des camps de prisonniers 
de Hongkong et du Japon, 28.2% seulement ne pré- 
sentaient pas de parasites intestinaux tandis que le 
pourcentage montait 4 56% chez ceux qui revenaient des 
Indes, du Ceylan et de Birmanie. 74% de ceux qui 
revinrent du nord-ouest de 1’Europe n’avaient pas de 
parasites intestinaux. Les helminthes furent rencontrés 
beaucoup plus fréquemment que chez les prisonniers 
rapatriés d’autres régions. Les protozoaires pathogénes 
furent isolés & peu prés aussi frequemment que chez les 
soldats ayant séjourné dans le bassin méditerranéen. On 
isola un cas de 1l’Isospora hominis. Les traitements 
employés et les méthodes de contréle sont rapportées. 

JEAN SAUCIER 








Most important of all, the psychiatrist must express 
himself in terms which ean be understood by every 
medical practitioner, and psychiatry must be made an 
integral part of medicine. It does not take a great mind 
to make simple things complicated, but it takes a very 
great mind to make complicated things simple. Let 
psychiatrists, then, distinguish between psychiatric sense 
and psychiatric nonsense and bring simple, hard-headed 
sense into this field, which contains the greatest public 
health problem in the world today.—C. C. Burlingame, 
J. Am. M. Ass., 133: 974, 1947. 
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PLEURAL EFFUSIONS AND 
TUBERCULOSIS* 


John F. Paterson, M.D., M.R.C.P. 


Toronto, Ont. 


LUID im a pleural sae is a common clinical 
finding and has many causes. It may be 
due to transudation, exudation or rupture of a 
vessel. It may be serous, purulent, bloody, 
chylous, pseudo-chylous, chyliform, bilious or 
may even consist partly of stomach contents. It 
may be caused by such conditions as cardiac 
failure, renal failure, pulmonary infarction, 
various neoplasms and infections both above and 
below the diaphragm and by injuries of the 
chest. 

Among these conditions there is a well known 
and common clinical picture. It is that of a 
voung adult, often previously healthy, who in 
a few hours or days develops malaise, fever, 
pain in the chest on breathing, shortness of 
breath and a dry cough. He may have felt 
tired and a little short of breath for several 
weeks. When examined he has signs of fluid 
in a pleural sac, often with a friction rub above 
the area of dullness. The aspirated fluid is 
straw-coloured and may clot on standing. It 
contains some cells most of which are lympho- 
cytes. No organisms grow in cultures from it 
im nutrient broth or on blood agar. His tuber- 
eulin test is positive. 

He is nursed in bed. His fever falls by lysis 
in a few days or weeks and the fluid is absorbed 
in a few weeks or months. After other possible 
reasons for the effusion have been discarded, a 
diagnosis of idiopathic pleural effusion is made 
and the words, ‘‘presumably tuberculous’’, are 
often added. 

A pleural effusion in such patients is pre- 
sumably tuberculous for the following reasons: 
(1) The tuberculin reaction is positive. (2) 
The fluid resembles that found in effusions into 
serous cavities where the cause is proved to be 
tuberculous. (3) If enough of the fluid is 
citrated, centrifuged and examined, tubercle 
bacilli can be cultured in many ecases.2? (4) 
In some patients, active tuberculosis can be 
found either in the lung or elsewhere in the 
body. (5) Experience has shown that many 
such patients, particularly if they are inade- 


*From a clinical meeting of the Kingston and 
Frontenac Medical Society at the Department of 
Veterans’ Affairs, Kingston, Ontario, May 6, 1946. 
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quately treated, later develop tuberculous dis- 
ease either in the lungs or elsewhere.” ** (6) 
Post mortem examinations show that tubercles 
are present on the pleura or in the underlying 
lung. 


The clinical picture described above is com- 
mon, but although absorption of the fluid with- 
out apparent complication by other tuberculous 
disease is usual, many patients do not have such 
a satisfactory result. 

A tuberculous pleural effusion may not be 
just a tuberculous infection of the pleura, but 
may be a signal that the patient is afflicted 
with active tuberculous disease somewhere else 
in his body. The disease may be in the under- 
lying lung and may be seen as a shadow on a 
‘Skiagram either before the effusion appears, 
when it is present or after it has been absorbed. 
It is unreasonable to believe that there is no 
disease in the underlying lung just because a 
postero-anterior skiagram shows no shadow of 
it. It is well known that such a skiagram does 
not show a shadow of all parts of the lung, for 
example those parts behind the heart or below 
the level of the domes of the diaphragm. 
Furthermore, tubercles in the lung may be too 
small to be seen by the naked eye, even post 
mortem, and therefore cannot show as shadows 
inaskiagram. Also, active tuberculous disease 
may not be present in the lung, but may be 
elsewhere in the body. It is almost as mislead- 
ing to eall a tuberculous effusion just a disease 
of the pleura, as it is, for example, to call 
erythema nodosum, cutaneous sarecoid, cutane- 
ous syphilide or even small pox, just skin 
diseases. 


The purpose of this paper is to illustrate some 
clinieal aspects of pleural effusion, some ways 
in which tuberculous disease may show itself 
in patients who develop such an effusion, and 
to show how an effusion may appear as a signal 
of activity in patients known to have tubercul- 
ous disease elsewhere in the body. 


The patients described are from a group of 
271 with active tuberculosis admitted to a 
Veterans’ hospital between May, 1945, and 
August, 1946. In this group the tuberculous 
lesions which were most apparent when active 
tuberculosis was first found were as follows: 
pulmonary tuberculosis minimal 91; moderately 
advanced 61; far advanced 24; bone and joint 
4: genito-urinary 3; pleural effusion 87; peri- 
tonitis 1. 
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At the time the tuberculosis service opened, 
many patients were transferred from other 
hospitals because they did not need surgical 
treatment for their disease. This series, there- 
fore, is not typical of all tuberculous veterans 
of Canada’s Armed Services. The incidence 
and significance of pulmonary tuberculosis and 
of pleural effusion in the Canadian Army from 
1939 to 1944 have already been discussed by 
Adamson and others.* 

It is regretted that the clinical and bacterio- 
logical findings when the disease was first 
found in these patients are not always known. 
This is understandable when it is realized that 
many of these men developed their diseases 
during active operations in Europe. 


ILLUSTRATION OF A MODE OF INFECTION 


C.H.S., male, aged 27 years. In civilian life he had 
been a registered nurse. He had periodic skiagrams 
of the chest and tuberculin reactions, which had always 
been negative. In April, 1945, they were still negative. 
On May 5, 1945, he accompanied, from a sanatorium 
in Ontario to Winnipeg, a patient who had pulmonary 
tuberculosis with positive sputum and who was not care- 
ful about his cough. 

In the middle of June, 1945, he developed gradually 
increasing malaise, shortness of breath and pain in the 
left chest on breathing. On June 25, he was found to 
have a left pleural effusion. His tuberculin reaction 
had become positive. The fluid was straw-coloured and 
contained many leucocytes, which were mostly lympho- 
cytes. Tubercle bacilli were cultured from it. He was 
treated with rest in bed and the fluid was gradually 
absorbed. 

In October, 1945, he became worried over conditions 
at home and a skiagram showed that the fluid had 
increased. After his worries were relieved, the fluid 
continued to be absorbed and by December, 1945, a 
skiagram showed the left diaphragm pulled up and 
the costo-phrenic angle obliterated, but very little 
residual pleural thickening. He started gradually in- 
creasing activity and at present is well. 


THE PROOF OF THE CAUSE 


L.R.C., male, aged 23 years. In December, 1945, he 
had a cough and a little sputum, but he did not feel 
ill. On January 5, 1946, he was discharged from the 
Army and on routine examination his physical signs and 
skiagram of the chest were described as normal. On 
January 8, 1946, he developed malaise, chills and pain 
in the left chest on breathing. He thought he had 
malaria again, which he had had two years before in 
Italy. On January 15, he came to. hospital. His 
temperature was 100° F., pulse 76 and respiration rate 
24. There were physical signs of a left pleural effusion. 
No friction was heard. A skiagram of the chest showed 
an opacity obscuring the lower part of the left lung 
with a crescentic shadow following the front of the left 
fifth rib. His tuberculin reaction was positive. Six 
hundred ec.c. of opalescent straw-coloured fluid, which 
were aspirated, contained .a few lymphocytes and 
erythrocytes. No organisms grew in nutrient broth or 
on blood agar. A diagnosis of idiopathic pleural ef- 
fusion, presumably tuberculous, was made. 

He was kept in bed and his temperature fell by lysis 
in 37 days. Serial skiagrams showed that the opacity 
had almost disappeared and no shadow suggesting 
pulmonary tuberculosis could be seen. No tubercle 
bacilli were cultured from the pleural fluid. However, 
although his sputum on January 19 and April 16 showed 





no acid-fast bacilli on direct smear, tubercle bacilli were 


grown from both specimens on culture media. The skia- 
gram made at the time of his discharge from the Army 
was obtained; a small irregular shadow 1.5 cm. in 
diameter was seen near the front end of the left 
seventh rib. 

It was concluded that he had minimal basal pulmon- 
ary tuberculosis which was obscured on the skiagram 
after the effusion developed, but which showed as a 
shadow on a skiagram three days before his symptoms 
began. This was probably the source of the tubercle 
bacilli in his sputum. 


BILATERAL PLEURAL EFFUSION PROGRESSING TO 
TUBERCULOUS EMPYEMA 


D.J.S., male, aged 26 years. In December, 1944, he 
developed pain in the left chest and shortness of breath. 
He carried on his ground duties in the R.C.A.F. He 
was not admitted to hospital until February, 1945. 
Physical signs and skiagram suggested a left pleural 
effusion. His tuberculin reaction was positive. Aspira- 
tion was tried, but no fluid was found. He was treated 
with rest in bed. 

He was repatriated in June, 1945, and given two 
weeks’ sick leave. While at home he ‘‘ caught cold’’ and 
when re-admitted to hospital, he was found to have 
a right pleural effusion with pleural thickening on the 
left. He was again treated with rest in bed, but in 
November, 1945, the effusion had increased. Straw- 
coloured fluid was aspirated which contained numerous 
lymphocytes. No organisms grew from it in nutrient 
broth or on blood agar and no tubercle bacilli were 
cultured from it. On January 18, 1946, aspiration was 
repeated on the right and tubercle bacilli were cultured 
from the fluid. On February 19, 100 ¢.c. of thin purv- 
lent fluid were aspirated from which acid-fast bacilli 
were found in the centrifuge deposit. 

During the period of transition from pleural effusion 
to tuberculous empyema he had no symptoms, was 
afebrile and steadily gained weight. His erythrocyte 
sedimentation rate was not greater than 14 mm. in the 
first hour (Westergren). 


RIGHT PLEURAL EFFUSION; LEFT PLEURAL EFFUSION; 
DEATH FROM MILIARY TUBERCULOSIS 


H.A.McL., aged 35 years. On January 21, 1946, on 
routine physical examination his physical signs and skia- 
gram of the chest were described as normal. On April 
6, he developed malaise, pain in the right side of the 
chest on breathing and shortness of breath. Physical 
signs and a skiagram showed a right pleural effusion 
with no apparent disease in the lung. He was admitted 
to a civilian hospital where straw-coloured fluid was 
aspirated which contained numerous lymphocytes. <A 
guinea pig inoculated with it showed no tuberculous 
lesions after eight weeks. He was treated with rest in 
bed, but the effusion increased. On May 27, pleural 
friction was heard on the left side and an effusion 
developed. 

On July 4, 1946, he was transferred to this hospital. 
His temperature was 102° F., pulse 140, and respira- 
tion rate 30. He was slightly cyanosed and orthopneic. 
There were signs of bilateral pleural effusion and numer- 
ous medium rales were heard in both lungs. His abdo- 
men was distended, but no ascites was found. His 
tuberculin reaction was positive. No tubercle bacilli 
were found in his sputum. A skiagram showed shadows 
suggesting bilateral effusion and an irregular moderately 
coarse mottling throughout both lungs. Aspiration was 
done on both sides, but no greater quantities than 150 
e.c. of straw coloured and sero-sanguinous fluid were 
obtained. 

A skiagram made when he enlisted on January 6, 
1941, was normal. One made at the time of his dis- 
charge from the Army on January 21, 1946, had been 
reported as normal, but when compared with his enlist- 
ment skiagram showed a definite increase in the shadow 
in the right hilum suggesting a mass of enlarged lymph 
nodes measuring 3 x 5 cm. - 
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A provisional diagnosis was made of bilateral pleural 
effusion, presumably tuberculous and probably associated 
with disseminated pulmonary tuberculosis and possible 
miliary spread. There was irregular fever up to 102.8° 
F. His pulse rose to 150 and his respiration rate to 40. 
His total leucocyte count, which had been 10,750. per 
c.mm. at the onset of his first effusion, rose to 20,100 of 
which 86% were polymorphonuclear. He died on July 26. 

Post mortem examination showed generalized miliary 
tuberculosis. The layers of the pleura on both sides were 
adherent with shaggy masses of fibrin. Small pockets 
of straw-coloured fluid were present. There were in- 
numerable fine miliary tubercles with many larger 
tubercles measuring up to 4 mm. in diameter in both 
lungs. Several similar large tubercles were also present 
in the kidneys and spleen. In the right hilum were four 
enlarged caseous lymph nodes measuring 1.5 cm. in 
diameter. There was no similar enlargement on the left. 

It was concluded that, at the time he was discharged 
from the Army in January, 1946, caseous lymph nodes 
were present in the right hilum and that his pleural 
effusions were a signal that he was suffering from 
disseminated tuberculosis. From a clinical point of view, 
however, he had signs and symptoms of so-called idio- 
pathic pleural effusion, presumably tuberculous. It was 
not until three months after the onset of the first ef- 
fusion that a skiagram showed shadows suggesting 
pulmonary tuberculosis. 


CONSECUTIVE BILATERAL EFFUSION ASSOCIATED WITH 
TUBERCULOUS ARTHRITIS 


E.B., male, aged 23 years. In January, 1945, his left 
knee gradually became painful and swollen. Tubercle 
bacilli were cultured from the fluid from the joint. His 
knee was immobilized in a cast. In March, 1945, he 
developed a left pleural effusion. Aspiration was done, 
but no report on the fluid is available. In April, he 
developed tuberculous arthritis of his left elbow. The 
joint was immobilized in a cast. By May, a skiagram 
showed that his left pleural effusion had been absorbed 
leaving very little pleural thickening. 

In November, he developed pain in the right side of 
the chest on breathing and a skiagram showed an ir- 
regular shadow measuring 1 em. in diameter in the right 
fifth interspace in front. The pain continued and he 
developed pleural friction and a right pleural effusion. 
By March, 1946, the fluid had been absorbed without 
aspiration and had left only a little pleural thickening. 
No tubercle bacilli grew in cultures from sputum or 
gastric washings. 

He is described as an example of a patient, known 
to have active non-pulmonary disease, in whom pleural 
effusions appeared as signals of activity. 


TUBERCULOUS PERITONITIS, FOLLOWED BY RIGHT PLEURAL 
EFFUSION, PULMONARY TUBERCULOSIS, THEN LEFT 
PLEURAL EFFUSION 


E.G., male, aged 29 years. In June, 1944, he grew 
thin and his abdomen swelled. He landed in Normandy 
on July 15, 1944, and was 28 days in action in the 
infantry. He was wounded in the head and was evacu- 
ated because of his wound. While in hospital 2,200 c.c. 
of fluid were aspirated from his abdomen and tubercle 
bacilli were cultured from it. 

In November, he developed a right pleural effusion. 
By March, this had been absorbed without aspiration 
leaving very little pleural thickening. In September, 
a skiagram showed some fine mottling in the upper half 
of the left lung. In January, 1946, tubercle bacilli were 
cultured from concentrated sputum and gastric washings. 
On May 6, he developed a small left pleural effusion. 
By May 29, the fluid had been absorbed without aspira- 
tion and had left only a little pleural thickening. 


LEFT PLEURAL EFFUSION, FOLLOWED SUCCESSIVELY BY 
TUBERCULOUS PERITONITIS, RIGHT PLEURAL EFFUSION, 
PULMONARY AND GENITO-URINARY TUBERCULOSIS 


D.M., male, aged 32 years. In July, 1942, he de- 


veloped a left pleural effusion: 1,900 ¢.c. of fluid were 
aspirated and were replaced with air. No report of the 
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fluid is available. He spent three months in bed. In 
November, he started work operating his own store and 
was advised ‘‘to take things quietly’’, but he considered 
this to include deer hunting. 

In April, 1943, he developed abdominal pain and 
distension for two weeks. A laparotomy was done and 
tuberculous peritonitis was found. After three weeks 
he was discharged to his home. He ‘‘took things 
quietly’’, but this included fishing during which he 
‘‘eaught cold’’; he developed a pain in the right chest 
on breathing. He was admitted to hospital and was told 
he had a right pleural effusion. No aspiration was done. 
He returned home after three weeks and ‘‘took things 
quietly’’. In April, 1945, he had some pain in the back | 
after lifting heavy packing cases. A skiagram of his 
spine and chest were made and he was told he had 
tuberculosis of the lungs. 

In July, 1945, he was admitted to hospital. On 
physical examination there was some flattening and loss 
of movement of the left side of the chest with diminished 
breath sounds. Otherwise there were no abnormal signs. 
Tubercle bacilli were not seen in nor cultured from his 
sputum or gastric washings. A skiagram of the chest 
showed flattening of the left diaphragm and a homo- 
geneous shadow. running upwards along the side wall 
of the chest and over the apex suggesting pleural 
thickening. The right diaphragm was also flattened and 
there was mottling and streaking in the right apex and 
first and second interspaces. He was treated with rest 
in bed and seemed to improve. 

In February, 1946, he felt well and had no symptoms 
suggesting pulmonary or genito-urinary tuberculosis. 
However, pus cells were found in his urine and tubercle 
bacilli were cultured from it. In March, he developed 
a left epididymitis. The epididymis was excised and was 
found to contain an abscess which was lined with tuber- 
culous granulation tissue. An excretion pyelogram showed 
an irregularity of the upper calyx of the left kidney. 
Cystoscopy showed no tuberculous cystitis and specimens 
from both ureters failed to show tubercle bacilli on 
culture media. In May, 1946, a skiagram of the chest 
showed no change from that taken in July, 1945. He 
felt quite well and in spite of being told that he had 
active tuberculosis he discharged himself from hospital 
against medical advice. 


DISCUSSION 


A few clinical histories have been given to 
illustrate how a pleural effusion may show 
itself and how it may serve as a signal that a 
patienf has active tuberculosis. It is empha- 
sized that the patients described are not all 
average patients with pleural effusions, but are 
selected for the purpose of illustration. The 
picture is therefore gloomier than is usual with 
most patients with pleural effusion. 

The diagnosis of pleural effusion secondary 
to non-tuberculous disease is usually not diffi- 
cult. However, the question sometimes arises 
whether a so-called idiopathic pleural effusion 
should be presumed to be tuberculous or 
whether it is secondary to other disease, in 
particular to pneumococcal pneumonia treated 
by a sulfa compound or penicillin or to primary 
atypical pneumonia.’ The risks attending an 
inadequately treated tuberculous effusion are 
so great that it is wiser to make a diagnosis 
of presumably tuberculous effusion unless there 
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are firm grounds for a diagnosis of non-tuber- 


culous disease to which the effusion might be 
secondary. 


It is now generally agreed that a patient who 
has a proven or presumably tuberculous pleural 
effusion must have prolonged treatment by rest 
and that he must be examined clinically and 
skiagraphically at intervals after the apparent 
arrest of the condition. A patient with'an un- 
complicated pleural effusion should rest in bed 
for a minimum of three months and should only 
gradually increase his activity during a further 
minimum period of three months in a hospital 
or sanatorium. The results of adequate treat- 
ment by rest of such patients are good.25 If 
complications are present, longer rest with 
treatment for the complications will be 
necessary. 


With regard to the treatment of the effusion 
itself, aspiration should only be done for the 
following reasons. (1) For diagnosis, 300 to 
500 e.e. if possible should be removed, citrated 
and examined microscopically and by culture 
or by inoculation into a guinea pig. (2) For 
the relief of dyspnoea, it may be necessary to 
repeat aspiration and remove 500 or 600 e.c. 
several times if the fluid re-forms. (3) To see 
if an effusion, which fails to be absorbed, is 
becoming an empyema, it may also be necessary 
to repeat aspiration. (4) Aspiration and re- 
placement pneumothorax is sometimes done for 
the comparatively rare patient, who is found 
to have co-existing pulmonary tuberculosis 
which needs treatment by collapse, but the 
danger of causing a tuberculous pyopneumo- 
thorax should be remembered. It is doubtful 
whether repeated aspirations or replacement 
pneumothorax are. of greater benefit than rest 


alone for a patient with an uncomplicated 
effusion. 


Rehabilitation and adequate after-care and 
follow-up are important. It is our practice in 
this hospital, both in the case of patients with 
pleural effusion and those with proved pulmon- 
ary tuberculosis, to assist each man to plan his 
future at a conference with him when he is first 
admitted to hospital and again shortly before 
he is discharged. 


Following discharge, patients who have had 
a pleural effusion should be examined after one 
month and then at least every three months for 
the first year, after which, depending on pro- 
gress, the intervals may be increased to six 


months for at least five years after the onset 
of the effusion. Re-examination of such pa- 
tients just by a skiagram of the chest is not 
enough. A complete physical examination in- 
eluding urinalysis and examination of sputum, 
if there is any, must also be done at each visit 
to find out if other tuberculous disease is 
developing. 


SUMMARY 


A pleural effusion, proved or presumably 
tuberculous, is not just a disease of the pleura, 
but a signal that the patient is afflicted with 
active tuberculous disease somewhere in his 
body. 

Illustrations are given to show the clinical 
importance of pleural effusions in relation to 
tuberculous disease. 

The importance of adequate treatment, re- 
habilitation and follow-up are stressed. 
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RESUME 


Un épanchement pleural est toujours sérieux. Il ne 
constitue pas simplement une maladie de la plévre, mais 
il est le signal d’alarme d’un état général sérieusement 
atteint, et habituellement par le bacille de Koch. I 
faut en pareil cas rechercher activement ailleurs 1’infec- 
tion tuberculeuse et soumettre les malades & la cure de 
repos de la tuberculose. On ne peut trop insister sur 
le temps du diagnostic complet et sur Yimportance de 
suivre ces malades longtemps en leur appliquant les 
meilleures méthodes du traitement de la tuberculose. 

JEAN SAUCIER 








THE CHINESE Way.—One of the Assistant Secretaries 
at B.M.A. Headquarters the other day received a visit 
from Dr. Chu, president of the Medical College in 
Shanghai and treasurer of the Chinese Medical Asso- 
ciation, and was rather struck by one remark he made 
which revealed the refreshing insight which the East 
often displays in contact with the West. Dr. Chu is here 
studying, among other matters, the impact of medicine 
on the State—or should it be the impact of the State 
on medicine? Asked what he considered to be the chief 
duty of the Chinese doctor in relation to the State, his 
reply was, ‘‘To educate the Government’’. Perhaps tre 
Chinese Government is more easily educable than gover. 
ments of the West, but sometimes one has thought that 
the result of the relationship of the doctor and the State 
has not been to liberalize the Government but to rigidify 
the doctor.—Brit. M. J., March. 15, 1947. 








SOCIAL THERAPY OF EPILEPSY* 
William G. Lennox, M.D. 


Boston, Mass. 


ORDS about the medical or surgical treat- 

ment of epilepsy would indeed be coals 
carried to this Neweastle of research and 
therapy. The world of epileptics has long been 
in debt to Dr. Penfield and his physician associ- 
ates. Because of the work of these—and others 
—epilepsy can no longer be considered an in- 
curable disease. Last winter in Boston I gave 
a course of six popular lectures on the subject, 
‘*Epilepsy, the Hopeful Disorder’’. This dis- 
order has so many aspects, so much has been 
learned about it, that six hours were too few in 
which to tell the story. In these minutes which 
are before us only one facet, social therapy, can 
be considered. Advances in this field have 
lagged behind the advances of medicine and 
surgery. 

Treatment of the epileptic is divided roughly 
into two parts: first, medical, and second, psy- 
chological and social care. These two are inter- 
dependent. With the cessation of seizures, social 
problems may magically disappear. However, 
when seizures resist therapy, non-medical treat- 
ment may constitute the only means of help, 
and even patients relieved of seizures may have 
psychological and social sequele. 

Efforts of the social therapist (this term seems 
more descriptive than ‘‘social worker’’) lie in 
two fields: The first is the individual; the per- 
sonal problems which confront both the person 
subject to seizures, and those near to him. 
Problems begin in childhood. How to institute 
careful treatment without arousing childhood 
fears and frustrations? To punish or not to 
punish a child whose misbehaviour may be only 
an expression of his illness. Parental over- 
solicitude may be matched by resentment that 
this illness—of all illnesses—should be visited 
on this pure family stock. Anxiety, fear, shame 
are contagious and the child may ‘‘catech’’ these 
debilitating attitudes from family or playmates. 
Obstacles clutter the path of his advance. There 
are psychological blows from thoughtless school- 
mates and don’t-want-to-be-bothered teachers. 
" uere is social isolation—prohibitions all the 
way from attending a dance to driving a car 


*Given at the Montreal Neurological Institute, 
December 21, 1946. 


From the Children’s Hospital, Boston, Mass. 
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or fighting a war. Doors are closed on employ-. 
ment, doubts assail over questions of marriage 
and children. All this and more too on a person 
who, as likely as not, is the peer of his un- 
obstructed fellows. 

These problems are formidable but not in- 

soluble. A social therapist endowed with sym- 
pathy and resourcefulness can be of decisive 
assistance. However, the relative importance 
of the various problems and the best ways of 
meeting them have not been adequately set 
forth. Mrs. Davidson of this Institute* has 
realized this need, and is conducting a special 
intensive study and follow-up of some 300 epi- 
leptic patients attending the epilepsy clinic of 
the Institute. Long term support should be 
provided for this valuable investigation. 
’ The second phase of social therapy deals with 
the public. It seeks to alter the prevailing senti- 
ment about epilepsy and epileptics, to raise the 
temperature of the social atmosphere which sur- 
rounds the patient. Although no longer at zero, 
the temperature does not encourage the flower- 
ing of the individual’s innate capacities. 

Education of the public must do away with 
certain popular fallacies, such as the following: 
the cause of epilepsy is unknown; the progress 
of the disease is progressively downward; there 
is no effective treatment; mental deterioration 
is inevitable; inactivity is desirable; epileptics 
cannot marry or hold responsible positions. 
Each and all of these statements is false. Only 
persistent dinning of the true facts into the ears 
of the public will change these misconceptions. 

Unfortunately, past ignorance is built into 
the structure of our laws. These laws take no 
account of the uncertainty of accurate diagnoses, 
of the fact that the causes of epilepsy are mani- 
fold, or of the fact that the seriousness of in- 
dividual cases varies from near zero to near 
100%, that once an epileptic does not neces- 
sarily mean always one. The laws which affect 
epileptics have not been coded—they vary with 
the States—but their fingers have a rigor mortis 
grip on many of the activities of normal persons 
who are only paroxysmally ill. 

Certain limitations are just and in the public 
interest but are unfairly discriminatory. Thus, 
the alcoholic is 100 times more responsible for 
automobile accidents than the epileptic, yet 
aleoholies are not required to specify their ill- 
ness on the application blank for a license to 
drive, nor are doctors in California required to 


* The Montreal Neurological Institute. 
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report their alcoholic patients, as they must 
report those who are epileptic. Again, epileptics 
cannot enlist in the armed forces of the United 
States. Certainly no one wants an epileptic to 
carry an atomic bomb, but many epileptics 
would fill non-combat positions more acceptably 
than the average draftee. The elevation of 
morale which would follow permission to enlist 
would be of great value. 

Three obstructions which cannot be defended 
may be mentioned. Immigration laws forbid 
more than temporary entrance to any person 
‘ealled ‘‘epileptic’’—presumably a person who 
has ever had seizures. For example, a patient 
highly intelligent, wealthy and influential in his 
city in South Africa, came to the United States 
for treatment. On reaching port he was kept 
aboard ship for three days till a bond had been 
secured and posted. He wished to visit a rela- 
tive in Toronto, which was apparently arranged 
after calling on consulates in Washington, but 
at Canada’s border he was put off the train and 
foreed to return to the States. 

Taking no account of whether the person’s 
Seizures are genetic or acquired, the statutes of 
certain States say an epileptic may not marry 
and that even those who assist in the marriage 
are subject to fine or imprisonment. These laws 
are hoary with age, but in the last session of the 
United States Congress, Senator Capper intro- 
duced a bill which by federal law forbade mar- 
riage of an epileptic. (I believe it died in 
committee.) Without doubt, a tendeney to 
seizures may be transmitted, but the weight of 
this tendeney and its relative importance with 
respect to desirable hereditary traits require in- 
dividualized and not blanket rules. This subject 
is dealt with in an article, ‘‘Marriage and 
Children for the Epileptic’’.* 

The highest legal obstacle of all, the Work- 
men’s Compensation Act, is designed to protect 
the employee who is injured while at work. For 
fear of higher insurance rates, the employer will 
not accept the epileptic, but because the tendency 
to seizures (unlike most physical ailments) is 
not: detectable, many patients. are employed in 
unsuitable positions. There is no evidence that 
epileptics, or other handicapped persons, have a 
high accident rate. There should be provision 
for‘waiver of compensation, or else for industry 
or the buying public to assume whatever risks 
are entailed. 

I place before you exhibit A. An epileptic 
who had an-oceasional seizure on medication 
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which was probably inadequate had been em- 
ployed for years by the Massachusetts General 
Hospital, the second oldest hospital in the United 
States. This man left his employment to settle 
some domestic affairs and when he returned the 
hospital had adopted an insurance policy, and 
its legal representative advised that this man 
should not be re-employed, although the hos- 
pital—hard pressed for help—desired his serv- 
ices. Massachusetts law provides for waiver of 
compensation, but the State Board refused the 
request of the patient and of the hospital, saying 
the man might fall down a hospital stairway. 
(He lives on the third floor of an elevatorless 
apartment house.) The hospital is supported by 
donations for the benefit of the sick and disabled 
(ineluding epileptics). The M.G.H., as it is 
called, pioneered medical research in epilepsy ; 
it pioneered medical social service whose workers 
must find employment for epileptics in industry. 
Yet this hospital is in the embarrassing position 
of asking others to help the sick that the hospital 
itself will not help. 

Employment is a hard nut to crack. A nut- 
cracker sufficient for the task will need sharp 
jaws and long arms made of widespread public 
indignation and conjoined efforts. A small ex- 
ample of what can be done is the alteration of 
a law of New York State which forbade job- 
training to epileptics because they were con- 
sidered unemployable. 

Social handicaps for the epileptic are not 
only legalistic but even more important, they 
represent general public misapprehension. 
Especially devastating is denial of education to 
these patients who depend on learning as an aid 
to white collar employment, to self-confidence, 
and to relief from seizures. (Activity of body 
and brain is a preventive of seizures.) Whether 
a patient secures his right to an education seems 
to depend on the attitude of teacher or super- 
intendent, or on the vigour of the objections of 
parents of other students. The going gets 
tougher with the higher grades. True, a minor- 
ity of patients with epilepsy have an impaired 
mentality, but the great majority are of average 
intelligence or better. The majority of patients 
are seen by physicians in their offices. The 
Wechsler-Bellevue test given to 200 of my 
private patients disclosed an I.Q. well above the 
‘‘normal’’ average. One-third were above 120, 
in the group termed superior. 

The American Epilepsy League with the 
financial aid of the Bay State Society for the 
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Crippled and Handicapped has recently made a 
survey of the attitude of schools of higher educa- 
tion in the United States and Canada. Seventeen 
hundred were asked to give their provisions, if 
any, for the admission of epileptic students who 
fulfilled academic requirements; 39% did not 
reply; 10% did not admit students; 34% had 
formulated no rule, and 17% admitted students 
if certain conditions were fulfilled. Liberal arts 
colleges are more ready to admit than those with 
specialized training, such as literary, religious 
or scientific schools. Larger schools expressed 
more willingness to aecept epilepties than smaller 
schools, but the latter had the larger number 
of epilepties per 1,000 students enrolled. 

Based on draft figures in the previous World 
War, the one million students of the United 
States would contain something like 5,000 epi- 
leptics. But only one-third of this number, or 
less than 1,700 might be of superior intelligence 
and hence be ‘‘college material’’. The actual 
number, based on the replies to the question- 
naire, is about 500, or one-third of the number 
intellectually eligible. As pointed out in testi- 
mony given before a committee of the United 
States House of Representatives,” there is in the 
United States almost no provision for education 
and medical treatment of intelligent children 
whose attacks are too frequent to permit at- 
tendance at regular schools. 

The problem of epilepsy is economic, and not 
just sentimental. <A half million epileptics in 
the United States who are denied the right to 
work must be supported by somebody. The bill 
may amount to 100 million dollars a year. Some 
of these, perhaps 10 to 20% of the total, either 
because of convulsions which resist all treat- 
ment, or sadly impaired mentality, or both, 
require institutional care. The public has as- 
sumed this burden—though often inadequately. 
Almost wholly neglected is the much larger and 
more hopeful group of patients, those with good 
intelligence, who, given modern medical care, 
might be made seizure-free, and given training 
might be productive members of society. 

Dieppe House, near Montreal, which has been 
built through the energy of Mr. George A. 
Savoy, with the assistance of the excellent 
doctors and social workers of Montreal can be- 
come a model for the continent. By the term 
‘‘model’’? we mean medical and social treatment 
which will make the largest number of persons 
self-supporting members of the community. 
Numbers helped depends more on turnover than 
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on bed capacity, and turnover depends on the 
aid of medical and social workers experienced 
in solving the problems of epilepsy. This aid 
you have in Montreal in abundance. 

Doubtless many of the patients at Dieppe 
House will be veterans of the war. Those whose 
epilepsy is the result of battle wounds of the 
brain require expert surgery. In the United 
States, where we anticipate having 50,000 epi- 
leptic veterans, seven or eight thousand of them 
post-traumatic, plans for improved treatment 
over that given to veterans of the previous war 
depend in large part on centres set aside for 
research, and improved social care. 

I am sure that you have anticipated in your 
mind my last point, namely, that the needed 
social therapy for epileptics cannot be com- 
passed by the professionals concerned; social 
workers, doctors and nurses. Public-spirited 
and social-minded citizens, educators, employers, 
taxpayers and, of course, epileptics and their 
relatives must pull together to achieve justice, 
health and the judicious expenditure of public 
and private moneys devoted to the sick. 

In order to mobilize public support, the 
American Epilepsy League was organized in 
1939. This society with its headquarters at 50 
State Street, Boston, now numbers more than 
2,000 members, many of whom reside in Canada 
and in various foreign countries. This organi- 
zation answers as best it can the appeals for 
information and help from patients everywhere ; 
it distributes literature, including a book for 
popular consumption ;* it supplies magazine and 
newspaper articles and encourages gifts for re- 
search. Local branches for the support of local 
enterprises are organized in cities which have 
been aroused to the opportunities of medical and 
social advancement in this field. Canada and 
the United States have many purposes in com- 
mon. Surely one of these is the common deter- 
mination to drive seizures from the brains, and 
the fear of seizures from the minds of men. 
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RésuME 


En plus d’étre soumis 4 un traitement médico- 
chirurgical, 1’épileptique doit également recevoir des 
conseils et des soins d’ordre psychologique et social. 
Ces diverses mesures sociales s’adresseront 4 1’épi- 
leptique d’abord, mais aussi au grand public, qui ignore 
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tout des multiples problémes associés & cette maladie. 
Le malade devra reprendre confiance en lui et éviter 
l’isolement moral. Le public sera éclairé et ses pré 
jugés seront discutés, puis dissipés. Certaines lois trop 
rigides devront étre révisées. On devra également 
rescinder les législations des accidents du travail et les 
conditions d’admission aux écoles et universités. On 
songera enfin, & l’aspect économique du maintien de 
1/1000 de la population. JEAN SAUCIER 


A CULTURAL STUDY OF RINGWORM* 


C. W. E. Danby, M.D. and R. Forsey, M.D. 
Montreal General Hospital, Montreal, Que. 


HIS report is based on a series of 100 cases 

of suspected ringworm infection seen at the 
dermatological clinics of the Montreal General 
Hospital and the Queen Mary Veterans’ Hos- 
pital, Montreal, during the past eleven months. 
Early in this series we were unable in some 
eases to grow the causative fungus but with 
increasing practice our percentage of ‘‘posi- 
tives’’ increased appreciably. 


The cultural methods may be outlined as follows: 
Suspected materials from the cases in question were 
collected in sterile test-tubes without attempting to 
remove surface organisms by means of antiseptics and 
transferred in the laboratory to sterile petri dishes 
and allowed to dry for 5 to 7 days.1 Either immedi- 
ately or later, direct microscopic examination for 
fungi was done using potassium hydroxide 15%. With 
a sterile scalpel any suspected material was cut into 
pieces not more than a millimetre in any dimension 
and planted on Sabouraud’s mediumt in test-tube 
slants made so that the planting surface was approxi- 


mately 10 em. in length, affording room for ten 
‘‘plants’’. Three such tubes were used for each 
specimen. These cultures were stoppered with cotton 


wool, kept at room temperature. Subcultures were 
done if necessary when contaminants appeared. To 
observe microscopic morphology, hanging drops of 
Sabouraud’s agar were made and petri plates of 
Sabouraud’s medium were used to grow giant cultures. 
Preservation of cultures was done, killing them by 
exposure to formalin vapour.2; 3 


We found that a satisfactory method of pre- 
serving giant cultures was to seal the petri 
dishes with paraffin wax. When the culture is 
killed, the inverted bottom of the petri dish is 
dipped in hot paraffin so that merely the edge 
is immersed. The lid of the petri dish is now 
applied and the two pressed together, the wax 
sealing the culture permanently. 

From 100 eases of suspected ringworm infec- 
tion, 60 cases were identified as due to fungus. 


*From the Department of Dermatology, Montreal 
General Hospital. 

t The medium used here was DIFCO. Sabouraud’s 
dextrose agar containing: peptone 10 gm., dextrose 
40 gm., agar 15 gm. in 1,000 c¢.c. distilled water. 


Table I shows the incidence of various fungi 
found. 
TABLE I. 
NUMBER OF VARIOUS ORGANISMS IDENTIFIED 


Cases Percentage 
Trichophyton gypseum ....... 25 41.7 
Tiichophyton purpureum ...... 14 23.3 
Microsporon lanosum ......... 8 13.3 
Microsporon audouini ........ 3 5.0 
Microsporon fulvum .......... 1 1.7 
Epidermophyton inguinale .... 3 3.0 
Monilia albicans ............. 2 3.3 
Malazzesia furfur ....<....... 3 5.0 
Actinomyces tenuis .......... iz 1.7 
BOE Si bieee cde KK as Aas 60 100 

The most common variety, Trichophyton 


gypseum, which was present in over 40% of posi- 
tive cultures was not divided into its several 
variants. It is interesting to note the relative 
frequeney of Trichophyton purpureum, 23.3%. 
This species has been described as ‘‘ frequently 
found in the tropies and also in China, Japan 
and the southern part of the United States’’.* 
Since a number of the patients in this series 
saw service in the armed forces, it is suggested 
that some of these infections may have been 
imported, when one recalls how chronic and 
refractory to treatment are lesions due to this 
fungus. 

The microsporon group, next in order of fre- 
quency, revealed the animal type, Microsporon 
lanosum, to be almost three times as frequent as 
the human type, Microsporon audouini. Burgess® 
reported them to be of almost equal frequency 
in Montreal in 1925. The case due to Micro- 
sporon fulvum was one of a child with a solitary 
circular area 5 em. in diameter with a raised 
erythematous, minutely vesicular advancing 
border with clearing centre on the outer aspect 
of the wrist. 

Only three out of eight clinically diagnosed 
eases of Tinea cruris grew Epidermophyton 
inguinale. One was due to Trichophyton 
gypseum and one showed mycelial elements and 
spore clusters characteristic of Malazzesia furfur 
but failed to grow on Sabouraud’s medium. 

Malazzesia furfur was more frequent than 
these figures would indicate. Only three cases 
of Tinea versicolor are reported and attempts 
to culture this organism on a variety of media 
were unsuccessful. : 

Monilia infection accounted for two cases: 
one of onychia of the thumb and the other 
intertrigo of the interdigital webs of the toes. 

The various fungi responsible for ringworm 
infection in different locations and for different 
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ence of pathogenic fungi. 






infection was 62%.5 





TINEA PEDIS 
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TABLE III. 
TINEA CAPITIS 


Number of Cases 2... ..ccccccccccces 
Pe OD sides kenenssedecndes 
Be IND ob ch cen see vee seasinne 
Not identified ................000- 
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TABLE IV. 
TINEA CORPORIS (INCLUDING FACE) 


Peer OF GRA oon nc dccccccsccces 
SOD ctwaccwdcasdeceenaes 
KOH negative ...... paactéstbenewn 
Te SE kdb ceed eeonenceewiae 
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ONYCHOMYCOSIS 
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types of lesions are shown in Tables II to VI. 
Of 47 cases suggesting a diagnosis of ringworm 
of the feet, 24 showed mycelial elements on 
direct examination yet 28 yielded a positive 
culture. It should be indicated that at com- 
mencement of this study only those specimens 
showing positive direct examination were cul- 
tured. These figures show the advisability of 
culture regardless of microscopic findings. 


Only 8 cases of ringworm of the scalp were 
encountered or 13.3% of all cases showing pres- 
In a series of 99 
positive cultures of ringworm infection reported 
in Montreal in 1925, the incidence of scalp 
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In ringworm involving the face and body, 
seven types of fungi were identified and except 
for Microsporon audouini and Microsporon 
fulvum (one each), the incidence of each of the 
other species was almost equal with Trichophy- 
ton purpureum, the most frequent. This group 
ineludes eases of Tinea cruris. The disparity 
between the numbers of positive direct examina- 
tion and positive cultures here again illustrates 
the advisability of culturing specimens. 

Onychomycosis occurred in six proved cases, 
though only four of these grew fungi. Three 
were due to Trichophyton purpureum and one 
to Monilia albicans. 

Clinically typical kerion in various areas of 
the body and scalp were shown to have fungus 
present in 50% of cases. Three of these showed 
positive cultures: two Trichophyton gypseum 
and one Microsporon audouini. The lesion due 
to Microsporon audouini was on the scalp of a 
child and was perhaps best described as a 
‘‘hypo-kerion’’, 


TABLE VI. 
KERION 

INGRIDED GL CORES aic.s.oi oo kde sawed iiesteces 8 
Fe ND oon hse anda eneesekes ve wnes 4 
KOH mogative ........cccccccscccccccens 4 
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Identified 
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ER UA AMOMRMR. 564.5 ah 5v-0avas B) Walaa val ereteteae 1 
POW > s'aic As ave oats tatwlere elena t ealaiciers 3 


One reported case is of Leptothrix axillaris of 
which according to Castellani,* Actinomyces 
tenuis is the causal organism. The nodes seen 
on the axillary hairs were of the common yellow 
variety. 


SUMMARY 


The incidence of various species of fungi in 
the causation of different ringworm infections 
seen in the dermatological clinics of the Mon- 
treal General Hospital and the Queen Mary 
Veterans’ Hospital, based on the identification 
of sixty positive cultures is reported. 

The frequency of involvement of different 
parts of the body and causal organisms is in- 
cluded in the report, and the frequency of scalp 
ringworm in 1946 is compared with that in 
1925. In the present series of 60 positive cul- 
tures of ringworm infection, the incidence of 
scalp involvement was 13.3%, whereas in 1925 
it was 62%. 

Cultures are indicated in cases where there 
is a negative microscopic examination. 
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A simple method of preserving giant cultures or inhaled into the tracheo-bronchial tree. The 
for teaching purposes is described. nebulizer may be made of glass or plastic. The 


We wish to thank Dr. J. Frederick Burgess, Chief 
of the Department of Dermatology, for the opportunity 
of making this study and for the benefit of his experi- 
ence. We are indebted to Dr. J. E. Pritchard, Director 
of Pathology, for placing the facilities of his laboratory 
at our disposal. 
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AEROSOL THERAPY* 
M. Aronovitch, M.D., F.R.C.P.[C.]} 
Montreal, Que. 


Y means of aerosol therapy, solutions are 
dispersed in a cloud or mist, and carried 
directly to the mucosa of the tracheo-bronchial 
tree where they can exert specific antibiotic or 
physiological effects.**> The solutions are usu- 
ally conveyed to the air passages, carried on a 
current of air or oxygen. 

Attempts to treat the bronchial mucosa are, 
of course, not new in medicine. Many medica- 
ments have been tried in the past—mostly of 
an aromatic nature, carried into the respira- 
tory passages on a cloud of steam. Many in- 
genious pieces of apparatus have been devised 
to convey the steam to the bronchial tree with 

“a maximum of comfort to the patient. Elaborate 
croup kettles and simple jars of steaming water 
still have a certain place in medicical treatment. 
Their beneficial effects are, however, more prob- 
ably due to the steam inhaled than to any 
medication. Aerosol therapy, as we use the 
term today, does not concern itself with such 
methods, but rather with more direct treatment. 

As used in hospital, this form of therapy is 
administered by means of a nebulizer and an 
oxygen tank. The solution to be used is placed 
in the nebulizer, and by means of a continuous 
blast of oxygen, is converted into a fine cloud 
or mist of very fine droplets which can be blown 


* A taik delivered to the Postgraduate Course of the 
American College of Physicians at McGill University, 
October 28, 1946. 

+ Lecturer in Medicine, McGill University; Assistant 
Physician, Royal Victoria Hospital. 





ones we have used in this hospital have been 
made of glass. Various sizes are available, but 
essentially they consist of a fine glass atomizer. 
The atomizer spray is directed against a target 
which breaks it up into a fine cloud or mist 
which then issues from the mouth of the ap- 
paratus. The type of nebulizer we have found 
most useful for general use is the DeVilbiss 
No. 40. 

The apparatus is connected to an oxygen tank 
which is usually run at 4 to 5 litres per minute. 
This oxygen flow will nebulize 1 c.c. of solution 
in about ten minutes or less. A ‘‘Y’’ shaped 
piece of glass tubing is inserted in the rubber 
tubing between the nebulizer and the oxygen 
tank. The free end of the Y is closed off by the 
patient’s thumb or finger during inspiration but 
left open during expiration so that the nebulizer 
works only during the inspiratory phase of 
respiration and, accordingly, none of the solu- 
tion is lost. 

Instead of the oxygen tank, other methods of 
supplying air pressure may be used. A hand 
or foot pump can be attached to the nebulizer, 
and this can make a convenient apparatus for 
use in the home where it may be impracticable 
to supply oxygen tanks. The use of ordinary 
atomizers instead of nebulizers has been re- 
ported* but is to be deprecated in infections 
below the vocal cords, as atomizers produce a 
spray of coarse droplets which are caught in 
the nose or pharynx, and do not penetrate deep 
into the bronchial tree. The fine mist of a 
nebulizer, on the other hand, contains few large 
droplets, so that the desired dose of medication 
ean be delivered to the appropriate locality. 

There may be two purposes in the use of such 
nebulized solutions. One is systemic therapy. 
Here one hopes for the rapid absorption of the 
medication by the large area of mucosa on 
which it settles. Some attempt has been made 
to use the sulfonamides in this way, but the most 
popular drug by far has been penicillin. This 
method of therapy has produced valuable results 
and makes it possible to use penicillin therapy 
in this way where it may be impracticable or 
undesirable to use the drug by injection, for 
instance, in the home where a nurse may not 
be available. It is hoped that the systemic 
action of penicillin is reinforced in these cases 
by its local action on the organisms in the 
bronchial tree, and possibly also in some alveoli. 
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It is to be noted that the blood levels of peni- 
cillin by the use of this method are not as high 
as by the use of intramuscular or intravenous 
injection. The intramuscular injection of 20,000 
units of penicillin will give a blood level in the 
neighbourhood of 0.03 units per c.c. The aerosol 
use of a similar dose may give only a trace of 
penicillin in the blood although the clinical 
result in the patient may be the same. Absorp- 
tion must oceur since much of the penicillin 
ean be recovered in the urine. In view of the 
low blood levels, however, the beneficial effects 
must be due to considerable local action. 

The use of antibacterial agents in this man- 
ner is one of the most important uses of this 
method of therapy. Other medications can, 
however, be used for their physiological effects. 
In this connection, one must remember that the 
bronchial tree contracts and relaxes with respi- 
ration, and the bronchial mucosa may be con- 
gested or cedematous in various disease states. 
Medications directed to the bronchial tree by 
means of aerosol therapy can cause physiological 
alterations in such states. 

It is with envy that, in the past, internists 
have viewed the direct approach of the ear, 
nose and throat specialists to the diseased con- 
ditions of the upper respiratory tract. When 
the nose is blocked the passage may be cleared, 
temporarily at any rate, by the application of 
an appropriate solution to the nasal mucosa. 
No such method could be applied to the bron- 
chial mucosa except via the cumbersome method 
of a bronchoscope, and even here only the larger 
bronchi could be reached. Through aerosol 
therapy, an attempt may be made to apply 
such medications directly to the affected bronchi. 

If, for instance, the bronchial mucosa is 
cedematous, engorged or swollen, application to 
it of some mucosal or vascular shrinking agent 
may modify the swelling sufficiently to allow 
ingress or egress of air. In the same way, if 
there exists some degree of bronchostenosis due 
to muscular constriction in the bronchial tree, 
the direct application of a relaxing agent to 
the bronchial mucosa may have more effect in 
relieving the constriction than parenteral in- 


At the same time this method will be 
accompanied by, less marked undesirable sys- 
temic side reactions as evidenced by the use of 
concentrated adrenalin solutions, with good local 


jection. 


results, but without much rise in pulse rate or 
blood pressure. 


It will be evident from the foregoing that 
aerosol therapy can be used in two entirely dif- 
ferent ways in diseases of the respiratory 
system. 

1. Specifically to combat bacterial diseases due 
to organisms which may be affected by various 
chemical or antibiotic agents. Here the diseases 
most usually treated are the bacterial pneu- 
monias and acute tracheobronchial affections. 
Their treatment by this method can be highly 
successful. The dosage may have to be varied 
with the disease and the virulence of the organ- 
ism. Usual doses are of the order of 25,000 to 
40,000 units per ¢.c. every 3 hours. 

The chronic infections of the bronchial tree 
have also been treated to a certain extent in 
this way. Some writers have claimed some 
degree of success in the treatment of chronic 
bronchitis .and_ bronchiectasis, for instance. 
However, no well-controlled series of cases has 
yet been presented. In these chronic diseases, 
however, where the organism is suitable, this 
method may be used preoperatively to reduce 
the hazards of thoracic operations. 

2. The other types of diseases which can be 
treated are those in which there is some altera- 
tion in the bronchial lumen, either due to excess 
secretion, mucosal swelling or muscular con- 
striction. Here there are many diseases, and 
many medications may be used, but the most 
popular are 1/100 epinephrine, or 1 to 2% neo- 
synephrine, which may be used in 0.5 to 1 ec. 
amounts every 3 hours. If infection is super- 
added to the bronchial constricting process, the 
antibioties, such as penicillin, may be added to 
the bronchial-relaxing, mucosal-shrinking mix- 
ture. Diseases which may be treated in this 
manner are chronic bronchitis, bronchiectasis, 
lung abscess, emphysema, atelectasis and asthma. 

In connection with atelectasis, I would like 
to amend the suggestion I put forward two years 
ago for the rational medical treatment of post- 
operative atelectasis. In outlining the pro- 
cedures for treatment at that time, I used the 
subcutaneous injection of ephedrine to relax 
the bronchial tree. I would like to state now 
that I believe a better effect could be obtained 
by using aerosol solution of epinephrine or 
ephedrine instead of the injection method. The 
rest of the treatment would remain unchanged. 

Bronchitis, bronchiectasis and lung abscess 
are noteworthy because in these diseases there 
is often a clinically unrecognized swelling of 
the mucosa or heaping-up of the membrane by 
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granulation tissue which tends to interfere with 
drainage. Shrinking the mucosa may help 
establish adequate drainage and aid materially 
in the treatment of the patient. The following 
is a case in point. 


CASE 1 


The patient was a 39-year old man who was admitted 
to the Royal Victoria Hospital on June 16, 1946, com- 
plaining of chest pains, fever and a cough of ten days’ 
duration. On admission there were clinical and radio- 
logical signs of disease in the right lower lobe suggestive 
of a pneumonic process in this lobe, with possibly a 
small interlobar effusion. His sputum showed pneumo- 
cocci and hemophilus influenze. He was then placed 
on penicillin therapy, 20,000 units intramuscularly every 
3 hours. This therapy was continued for ten days with- 
out any effect on the fever. A course of sulfadiazine 
was started on July 3. This had some apparent effect 
at first, but later the condition in the lung which had 
shown some clearing by x-ray, began to spread again. 

Previous attempts at thoracentesis had been unsuc- 
cessful, but on July 9, some thick pus was obtained 
through an aspiration needle, and was replaced by air. 
Tomographic examinations were then done which showed 
the air to be in the lung parenchyma, and it was 
now evident that we were dealing with a lung abscess. 
One bronchoscopic examination was done, and so was a 
bronchogram to rule out the possibility of a broncho- 
genic carcinoma with an abscess behind it. On the 
assumption that dilating the bronchial tree and shrink- 
ing down any granulation tissue which might be present 
at the mouth of the abscess would allow of good drain- 
age, aerosol therapy was started with 0.05 ¢.c. of 1/100 
epinephrine, and 1 ¢.c. of 1% neosynephrine. As the 
sputum had contained pneumococci, penicillin, 20,000 
units every 3 hours, was also given in this aerosol. 
For some days there was considerable sputum, but this 
decreased rapidly, and after a few days he was well 
enough to go home without further therapy. He has 
remained well since that time. 


This case illustrates both the antibacterial 
value of penicillin aerosol therapy and its value 
in keeping the bronchial tree patent and allow- 
ing drainage of acute purulent infections which 
might otherwise have to be drained surgically 
or bronchoscopically. 


Aside from acute infections, such as pneu- 
monia, where periicillin aerosol can be used, it 
is perhaps in asthma that this type of therapy 
ean be employed most advantageously. It is 
of great value in status asthmaticus where it 
may be sufficient therapy in itself, or may be 
a valuable adjunct to other therapy. The fol- 
lowing eases illustrate its value. 


CASE 2 


This was a 20-year old woman who began to have 
severe attacks of asthma about four years ago. These 
usually began about August 15, and lasted until the 
first frost. They had always been relieved by one or 
two injections of adrenalin. This year she had had 
desensitization treatment for ragweed. 

Two days prior to admission on August 23, 1946, 
she had a very severe attack of asthma. This continued 
for 48 hours, and was not relieved by numerous injec- 
tions of adrenalin and then of aminophyllin. On ad- 
mission she was placed on oxygen plus aerosol treat- 





ments of % c.c. 1/100 epinephrine every 4 hours. 
Within 12 hours she was very much better and was able 
to breathe quietly and easily without any therapy. 
Subsequent allergic tests showed marked sensitivity to 
ragweed and to cat and dog dander and a moderate 
sensitivity to stock dust. 


This case is relatively simple, and indicates 
the rapid results which may be obtained in 
acute attacks after injection therapy has 
failed. 


CASE 3 


This patient was a 34-year old married woman who 
had. attacks of paroxysmal shortness of breath and 
wheezing for 2 years. Due to some rather marked 
marital difficulties which had arisen about the same time, 
her physician considered her asthma to be psychogenic. 
She had also suffered from thyrotoxicosis, and had a 
thyroidectomy at the Montreal General Hospital in 1930. 
In January, 1946 she was admitted to the Reddy 
Memorial Hospital where she stayed for some weeks 
under treatment for asthma. Two weeks before ad- 
mission to the Royal Victoria Hospital she became very 
short of breath, wheezy, and -had thick, tenacious 
expectoration. She was treated by her physician with 
all the usual remedies, but to no avail. In the Royal 
Victoria Hospital, because of her fever, she received 
penicillin intramuscularly, and also received barbiturates, 
hypodermic injections of adrenalin, and pyribenzamine 
for her asthma. These measures gave slight relief only. 
She was found to be suffering from sinusitis, and a 
culture showed a growth of Neisseria catarrhalis. 

Penicillin intramuscularly had not affected the fever. 
On May 25, penicillin aerosol therapy, 25,000 units every 
2 hours, was started, and her temperature immediately 
fell to normal. Her subsequent stay in hospital was 
uneventful, and she was discharged to continue on auto- 
genous vaccine therapy which apparently helped her, as 
she has been free of any major attack since. 


This case illustrates the good effects which 
may be experienced in bacterial asthma when 
the organism can be attacked directly on the 
mucosa rather than indirectly through the 
blood stream. 


CASE 4 


This patient was a 52-year old man who had been 
incapacitated by asthma since 1939. Two months prior 
to admission to the Royal Victoria Hospital, he had 
suffered an attack of cardiac decompensation which had 
improved with the use of digitalis. Two weeks prior 
to admission, his asthma became much more severe, 
and did not respond to the use of aminophyllin by 
mouth, and of large doses of epinephrine by hypodermic 
injection, frequently repeated. He was admitted on 
September 15, 1946, and placed in an oxygen tent: and 
on aerosol therapy every 3 hours, using % e.c. 1/100 
epinephrine and 1 ec.c. 1% neosynephrine. This im- 
proved him somewhat but the relief was not dramatic 
until aminophyllin was added to his regimen intra- 
venously, and later by rectal suppository. He was also 
given Mistura Stramonii by mouth. No pathogenic 
organisms were found in his sputum, so penicillin was 
not given. His-symptoms cleared, and he was discharged 
to his home 10 days after admission, where a course 
of histamine desensitization was given. His physician 
tells us that he has remained well since that time as 
far as his asthma is concerned. 


This case is rather more complicated than the 
others, and illustrates the usefulness of aerosol 
therapy as an adjunct to other therapy. It 
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demonstrates, however, that other measures are 
often necessary as well; and that one single 
method may not work alone where a combina- 
tion of measures may be helpful. 

These eases are illustrative of the usefulness 
of aerosol therapy in many types of pulmonary 
disease. Sometimes the aerosol alone is suf- 
ficient; sometimes it must be combined with 
other measures. It is worth trying much more 
frequently than it is used at present. 

This type of therapy is really still in its 
infancy, and only time will tell how many dif- 
ferent medications can be used successfully in 
this way, and how many respiratory diseases 
can be helped by such use. At present it seems 
a helpful method which can be used either in 
the.home or the hospital. 
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THE CHALLENGE OF THE YOUNG 
CHILD* 


D. V. Hutton, 0.B.E., M.D. 
Ottawa, Ont. 


ANADA has a real challenge in the realm 
of infant mortality. Our statistical figures 
are not enviable as compared with those 
of other great nations. We are not the worst, 
but we are a long way from being the best. 
True it is, we have made progress, and the 
1945 figures for infant mortality show a sub- 
stantial reduction from 55 per thousand in 1944 
to 51 per thousand in 1945. This is the lowest 
figure for infant mortality in our national 
history. It represents a lowering of almost 
8%, and indicates a saving of some 1,120 infant 
lives in one year. But comparison with the 
1944 figures of other countries (Table I) should 
stimulate our national efforts in reducing our 
infant mortality. 

Let us review our Canadian statisties for a 
moment. In 1945, 511 of every thousand babies 
born alive died during the first year of life, 
and more than half (8,219 out of 14,741) of 


* Division of Child and Maternal Health, Department 
of National Health and Welfare. 


these infants died during the first month of 
life, that is, during the ‘‘neonatal’’ period. 


TABLE I. 

INFANT MORTALITY RATES, 1944 
PIWOGOIE. ood eas Ga re tbararase es als 30 
AOE ORIN of, 85.5 Bist inrsco/'s eis etgeevenaiave 30 i 
PER UERIED - wb ss loli Le ok POR 31 
WNTEEG ULES Gea css nisnwie ws vee ton 40 
SOME OEIONGD ole ode oidviv'e ac ohete/ a oale otal 42 
England and Wales ...........2+'% 46 
IDEAMEEK 452k aide tone es 48 
Union of South Africa (whites)... 48 (1943) 
IS mec onesie has oi antic weap eane a6 55 
PICOUIME 5.5K reels wa eiele wishe were leis 65 
INGPEHGIN ATOIGNG 2% 4 sneocisicaens 67 
MEO 7.59 oa sc eae bested tele ete oak 79 


When we add the infant deaths and the still- 
births—14,741 and 6,588—we have a total of 
21,329 babies lost in one year. 


INFANT NEONATAL »» MATERNAL MORTALITY 
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The chief contributing factor in infant 
mortality is prematurity. Last year 3,256 
babies died because of premature birth. This 
means that one of every three babies (39%) 
who died in the first month of life died because 
of being born prematurely. 

The infant mortality rate of 51 per thousand 
live births 


is computed? by Provinces, as 
follows: 
TABLE II. 
INFANT MORTALITY RATES, 1945 
(Preliminary. figures ) 
CRINGE | Sle osicfa cece skcoee oe ela 5a 
WRREIO 6 Soi oidhs io vib cb SOROS cla ere 40.6 
PPICISN: CORMIDIA «0165. on aes osc aeidens 41.8 
BHEMCGROWOD  .cnivcsas eee ee newer 42.6 
PRPC 9c 5a is 4a Sree ew Toi te wa ae 42.9 
Princes Maward Island -. 6.66565. 62565 44.4 
PRUUICOE: 5. 5. dito > Sansa eae eee an 47.7 
INOW THCOE 4 Wan clevae ne salon he oar 52.9 
NE ib vo.0 eiescetees eiesietwus on 61.9 
WGW (DOUEWIOR oc ioc ak «ccs een botace 67.9 


What are the factors responsible for such a 
wasting of infant lives? For the sake of clarity 
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it is convenient to divide the period of infancy 
into three age groups, although it must be 
realized that there is no hard and fast margin 
separating these groups. Group 1.—The new- 
born or neonatal period. Group 2.—The first 
three months of life. Group 3.—F rom the fourth 
to the thirtieth month. 

Since other influences are brought to bear on 
the future of the infant it is necessary to prefix 
two additional groups: first, the prenatal or 
intra-uterine and, second, the birth or confine- 
ment period. 

These periods will be considered in their 
natural sequence. 


PRENATAL FACTORS 

In spite of all our pediatric and obstetric 
knowledge, prospective mothers, and even doc- 
tors and public health workers, fail to appreci- 
ate that the infant actually is developing for 
that nine-month period before it is cuddled in 
the mother’s arms. 

Professor Leonard Parsons of the University 
of Birmingham, England, in his Blair Bell 
Lecture,” places-a terrific onus of responsibility 
on the shoulders of the obstetrician in the pre- 
vention of prematurity and stillbirths, malfor- 
mations, monsters, certain types of idiots, and 
the conditions arising from incompatibilities 
dependent on the Rh factor. He draws atten- 
tion also to the fact that certain virus, or it may 
be toxin-producing diseases, specifically German 
measles, during the first four months of preg- 
nancy, may be responsible for cataract, deafness 
and certain malformations. Beck® similarly, in 
a recent report, stresses the necessity of early 
and continued prenatal eare, plus the special 
selection of an obstetrician. In his study, Beck 
states that 60% of the neonatal deaths at 
his hospital were the responsibility of the 
obstetrician. 





_ particular phase of life should be minimized or 


completely avoided. The indiscriminate admin- 
istration of certain forms of twilight sleep, 
or anesthesia, too often results in a reasonably 
comfortable confinement but a partially asphyxi- 
ated or dead baby. Hospital obstetrics affords 
greater facilities, offers less hazards when emer- 
gencies arise, and gives assurance of better 
supervision to both mother and infant. 


NEONATAL PERIOD 


Until the normal physiology and behaviour- 
isms of the neonate are thoroughly understood, 
we cannot hope to diminish the shocking loss 
of life in this period. During the past four 
years, Dr. C. A. Aldrich, Director of the 
Rochester Child Health Project, under the 
sponsorship of the Mayo Foundation, has 
instituted an intensive study of the funda- 
mental problems relative to the neonate. It is 
only reasonable that the infant, leaving the 
shelter of the mother’s womb, should experience 
difficulty in adjusting itself to its new environ- 
ment. Aldrich initiated his studies in the new- 
born infant by a detailed survey of crying,* as 
a result of which, and as recorded by an audio- 
meter, the amount of erying amongst newborns 
in St. Mary’s Hospital, Rochester, has been 
reduced by 55%. On first thought such a 
survey might appear puerile but, in studying 
the factors which provoked the erying, and 
subsequent reorganizing the newborn’s environ- 
ment and daily habits, Aldrich and his co- 
workers have gained some understanding of 
newborn behaviourism. 

Pediatries is gradually being weaned from 
the dogmatism of the Teutonie influences of 
the past two decades. All of the leading 
pediatricians of two decades ago were either 
German or Austrian, and their severe and hard- 
and-fast dicta were quite naturally carried over 
to the English-speaking world. Thanks to the 
work of such outstanding American child 
specialists as Aldrich and Arnold Gesell, the. 
pendulum of pediatric thought on this conti- 
nent is swinging back, and once again the 
infant is being considered as a human being. 
As with the adult, security and contentment, 
affection and love, greatly augment the infant’s 
capacity to ‘withstand the daily stresses and 
strains of life. 
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Breast milk is the food of choice for the 
human offspring. The modern trend away 
from breast feeding is most lamentable, and an 
energetic program of re-education of mothers, 
prospective mothers, and even doctors un- 
fortunately, is urgently needed throughout 
Canada. 

The multiple advantages of breast milk have 
been eulogized throughout medical literature, 
and consequently do not merit further elabora- 
tion here. On a recent tour throughout Eastern 
Canada, it was truly appalling to find, in one 
community after another, that less than 2% 
of mothers nursed their babies. In these same 
communities the infant mortality rate soared as 
high as 133 per thousand live births. This 
figure is most significant when compared with 
the rate of 30 per thousand in New Zealand 
where 90% of mothers nurse their babies. 

Undoubtedly there are instances when a 
woman eannot nurse her baby, but these are 
few and far between. When artificial feeding 
is necessary, it should always be given under 
competent medical supervision. This ensures 
a safe formula, as well as one that is properly 
balaneed as to fats, earbohydrates and proteins. 
As to the time interval, Aldrich® has shown that 
it is more desirable to allow the infant to 
establish its own feeding routine. During the 
newborn period it has been proved that babies 
who are fed when they are hungry are much 
happier than babies who are put to nurse when 
they: are not hungry, and are denied feeding 
when they demand it by erying. However, 
onee having established the time interval— 
whether it be a two-hour, three-hour, or four- 
hour interval—this routine is adhered to. 

One of the greatest perils of the neonatal 
period is infectious diarrhea. It is the result 
of contaminated food, poor technique and un- 
cleanliness on the part of the mother, and ignor- 
ance, whereby people with any infection are 
allowed to approach or handle the baby. Simple 
precautions will, in the main, obliterate this 
major cause of infantile deaths. In 1945, 1,586 
infants under one year of age died of diarrhea. 

Suitable clothing and a proper nursery are 
essentials to safeguard the infant, particularly 
the neonate, from the seasonal hazards. 

Once we thoroughly understand the physio- 
logical peculiarities and behaviour character- 
isties of the neonate, wé will have broken the 
seal of icnoranee. In a recent article Dr. Arnold 


Gesell® of Yale University makes this statement 
with reference to clothing: 


‘*Birth deprives the fetal infant of the snug invest- 
ment of the uterus. It is idle to duplicate intra-uterine 
conditions, but it is not impossible to restore some of 
their advantages. The modern neonate does not take 
kindly to nudity, even in a humidor. I believe that 
he craves the tactile and thermal snugness of clothing. 
This suggests that there are virtues in close-fitting, 
long-sleeved piqué jackets, in cotton-batting bootees 
wrapped about the feet.’’ 


Moreover, with reference to handling, Gesell 
states : 

‘*The fetal infant is not as fragile as he is sup- 
posed to be. He needs skilful handling rather than 
no handling at all. If he were still in the uterus he 
would have the benefit of jolting, jarring, impacts, 


changes in position, and travel with the activities 
and the goings and comings of the mother.’’ 


Further, Gesell, in a recent study of pre- 
term infants, interpreted the psychology of 
these prematures in terms of their muscle tonus. 
Tonus is a condition of muscle tension which is 
mediated by the two opposing types of nerve 
impulses. The weakling has low muscle tonus, 
the dying is losing tonus, and the dead has no 
tonus. On the other hand, the normal healthy 
infant has good elasticity or tonus to his muscle 
system. All measures, therefore, which safe- 
guard and foster the function of tonus are of 
critical importance in the care of the premature 
infant and, to a slightly lesser degree, in the 
handling and eare of the full-term infant. 
Handling, therefore, should be brief, because 
tonus is readily lowered; but if the infant is 
handled with dexterity and despatch it is likely 
to aequire a quality of hardiness instead of the 
softness or poor tone which necessarily comes 
with unmitigated hospitalization. 


There is a decided trend of pediatric en- 
deavour into the field of functional growth and 
development, mental hygiene or behaviour prob- 
lems. All pediatricians with experience in 
active practice know that many, indeed the 
majority, of the questions asked by parents are 
not with reference to tonsils or knock knees, 
measles, ete., but are about behaviour and the 
training of children. ° Practically all the be- 
haviour difficulties in childhood’ have their con- 


_ flicts arising out of differences between the 


nature of the child and the rules set up in his 
environment to govern his behaviour. 
Aldrich’ in his presidential address to the 
American Pediatric Society, warned that in 
many instances trouble started because those 
who eare for children have not learned to expect 
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them to act their age. It seems almost axiomatic 
that we should not expect behaviour for which 
a child’s growth and development have not yet 
prepared him. A thorough knowledge of de- 
velopmental progress is, therefore, necessary for 
a pediatrician as the factual background on 
which to base his advice to parents about such 
important matters as basic habit formation, in- 
fantile crying, and even the problems of ado- 
lescence. Aldrich asks how a physician can 
advise as to habits of urinary control unless he 
understands the growth which applies to such 
control. How can he interpret the crying of 
the newborn infant unless he understands the 
stage of mental and emotional growth of such 
babies? And where can he obtain such informa- 
tion in his medical curriculum? 

Too often difficulties arise because adults do 
not allow children to live up to their capabili- 
ties as laid down by their growth. This is 
particularly evident in the second year of life 
when an infant strives with all his physical, 
mental and emotional power to gain functional 
control over capabilities that have developed 
during his first year of life. Ultimately the 
infant graduates to the ‘‘do it myself’’ phase, 
and, as though to confound and thoroughly 
baffle his growth and development, the parent 
repeatedly interjects with the crescendo No! 
No! No! Many of these children are labelled 
as naughty because parents do not allow them 
to do things which are inherently dictated to 
them by their growth capabilities. 


THE First THREE MONTHS OF LIFE 


This is a period of acclimation; the infant is 
learning to live in a new world. It is para- 
mount, therefore, that these experiences should 
be punctuated by love and affection, understand- 
ing and a basic knowledge of physical and 
mental growth. Through careful attention to 
the normal functions of life—feeding, elimina- 
tion and rest, representing the major experiences 
in early infaney—behaviour patterns are de- 
veloped which have permanent influences on all 
future life. The parent sets the stage; the 
infant forms the behaviour patterns, whether 
they be good or bad. 


FROM THE FOURTH TO THE THIRTIETH MONTH 


By the fourth month the infant’s horizon has 
broadened. New patterns are developed daily. 
Development may be accelerated or it may be 
retarded. Each infant develops with an indi- 


vidualism which, in many eases, is the primary 
clue of impending danger. 

All hazards are not behaviouristic, however. 
Disease is an ever-present threat. Protection 
from the preventable group—diphtheria, whoop- 
ing cough, scarlet fever, smallpox and tetanus— 
should be given. Whooping cough kills more 
Canadian infants than diphtheria, scarlet fever 
and measles combined. The toll of life is high- 
est in babies under one year of age. It takes 
four months for complete immunity to develop 
after the final injection; hence it is of prime 
importance not to delay these injections beyond 
the sixth month. Many physicians and publie 
health authorities are now administering a 
combined vaccine for diphtheria, pertussis and 
tetanus. To protect the infant from the com- 
moner infections, colds, sore throat, dysentery, 
influenza, pneumonia, ete., insist on adults and 
older children, who have any infection, staying 
away from the baby. If the mother has a 
respiratory infection, she should wear a gauze 
mask whenever handling the baby, plus serupu- 
lous cleanliness of her hands. 

Routine supervision by the family doctor, 
pediatrician or public health clinic is one of 
the greatest safeguards against grief to the 
baby. . Maladies are thereby prevented or 
recognized early, and are more readily treated. 

As mentioned, breast milk is Nature’s answer 
to many of our gravest infantile problems. 
Solid foods® are added to the infant diet, not 
solely as nutritional essentials, but also to teach 
the infant the acceptance of foods which differ 
in taste, consistency and colour, thereby mini- 
mizing later feeding habit problems. 

Additional food factors—vitamins and min- 
erals—are necessary to prevent rickets, scurvy, 
eye conditions, anemia, ete. Gerstenberger® of 
Cleveland, after four years of intensive study 
with vitamin D,, has demonstrated conclusively 
that a single intramuscular injection of 6,250 
units of D, in oil will prevent or cure rickets 
for a year. He recommends that this injection 
be given on the eighth day of life, or just before 
the infant leaves the hospital. Such a public 
health procedure would definitely prevent 
infantile rickets across the nation. The cost 
would be negligible, and the benefits manifold. 


SUMMARY 


1. The necessity for pre-natal care is empha- 
sized. 
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2. Confinement should be under the best con- 
ditions possible. 

3. Doctors, nurses and parents must gain a 
greater understanding of the neonatal period 
(first month of life) before the terrific toll of 
newborn infant lives is to show an appreciable 
reduction. 

4. Common sense, augmented by competent 
professional advice, is the beacon light by which 
to guide the baby safely through the period of 
infaney. 

5. Breast feeding, proper diet, protective 
inoculations and the avoidance of direct con- 
tact of the infant with persons who are in- 
fected, are basic requisites in offering the infant 
his greatest chance of life. 
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FALLACIES AND CONTROL OF 
RESPIRATORY INFECTIONS WITH 
SPECIAL EMPHASIS ON INFLUENZA 
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University of Western Ontario, 
London, Ont. 

Part I. 


N the spread of any infectious disease there 
must be: (1) A source; in the ease of the 
respiratory group this is an individual with 
elinieal or subelinieal infection. (2) A mode 
of spread; from person to person—it would ap- 
pear that droplet and air borne routes are the 
most important. (3) An individual who is 
susceptible to the transferred micro-organisms. 
Control of such diseases depends on: (1) 
Isolation and/or treatment of the source, which 
is obviously difficult in mild ambulant cases of 
respiratory infection. (2) Control of the mode 
of spread; certain aspects of which will be dis- 
cussed in some detail, and about which there 
yet remains much to be learned. (3) Measures 
that can be taken to inerease the immunity of 
exposed susceptibles. This is especially im- 


portant in influenza and will be considered in 
the latter part of the paper. 

The old theory of dissemination of respira- 
tory diseases was the ‘‘contact’’ theory where- 
by infection was transferred from person to 
person, by direct contact or droplets. Flugge 
showed that bacteria in droplets showered by 
coughing spread only a short distance from 
their point of origin. This led to the proper 
spacing of beds in hospitals and consequent 
reduction of cross infeetion. However, it did 
not prevent the spread of measles and chicken- 
pox. 

More recently the indirect or ‘‘air-borne’’ 
theory has been brought to the fore by workers 
in England, France and the United States. It 
emphasizes that the greatest spread of respira- 
tory infections is due to small dried droplets 
which float in the air for a relatively long 
period of time and ean cover relatively long 
distances, or to the resuspension of dried drop- 
lets after they have settled to surfaces such as 
floors, clothing, bed clothes, ete. 

In an excellent critical review Buckbinder 
discusses the evidence that has been aceumu- 
lated to support the air-borne hypothesis of 
spread. Wells has shown that when bacteria 
of a type that cause respiratory infection are 
sprayed into the air they ean be recovered 
many hours afterwards. From studies on the 
air of schools, theatres and a subway in New 
York he found that their numbers varied 
directly with conditions of oceupaney and 
ventilation. The numbers of alpha hemolytic 
streptocoeci recovered can be used as an index 
of contamination of the air. It has been de- 
termined that streptococci artificially sneezed 
into the air settled out geometrically on agar 
plates at a rate of about 20% per hour, leaving 
a residuum of about 0.5% of the initial number 
at the end of 24 hours. Further, after settling 
oceurred it was found that the organisms died 
at geometric rates and could be recovered from 
the floor of a dark room for extended periods, 
appreciable numbers remaining alive for several 
weeks. It was also learned that certain of their 
pathogenic properties were but slightly im- 
paired during this time. 

In another investigation the effect of sun- 
light and daylight on streptococci and pneumo- 
cocci was studied. It has long been known that 
the visible spectrum (especially the blue 
region) exerts a bactericidal effect. However, 
most research has been in the direction of the 
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more potent ultraviolet region of the invisible 
spectrum, 

Experimentally, it was found that 50% of 
the organisms of a short-chained strain of alpha 
hemolytie streptococcus, and certain strains 
(I, II, and III) of pneumococci were killed in 
three-quarters of an hour when exposed to sun- 
light and daylight which had passed through 
a glass window and the glass covers of Petri 
dishes. In the case of group A beta hemolytic 
streptococci the lethal period was somewhat 
longer, due, in part, to the greater length of 
the chains. Diffuse daylight from blue skies 
exerted a maximal effect per foot candle, 
whereas light from grey skies was minimal. 
The lethal qualities of overcast skies were not 
insignificant. Direct sunlight through glass was 
some 10 times as potent as diffuse daylight, 
50% of short-chained streptococci being killed 
in 5 minutes. It was also found that the com- 
mon tubular type of fluorescent lamp exerts a 
lethal effect only slightly less potent than that 
of daylight. 

As a result of these studies, it would appear 
obvious that a maximum of window space is 
desirable in buildings of the future, whether 
for industry or otherwise. 

The mode of spread of virus infections of the 
respiratory tract is much more difficult to in- 
vestigate. However, it has been found that 
influenza virus can be recovered 30 but not 60 
minutes after it has been sprayed into the air. 
In the case of vaccinia virus the recovery period 
extended up to at least 8 hours. The virus 
settles out more quickly than bacteria. This 
finding may indicate a more rapid death rate 
for the virus. 


Further support for the air-borne theory has 
come from the investigation of hospital infec- 
tions, especially those occurring in contagious 
disease or isolation hospitals. Direct contact 
may play a part, particularly ‘with ambulant 
patients. However, in searlet fever wards, 
streptococci can be recovered from the air in 
relatively large numbers, and they are not con- 
fined to the immediate proximity of patients 
suffering from the disease. Moreover, the 
degree of infection of the air varies consider- 
ably during the 24 hours, being absent or 
negligible at night, and greatest when the 
activities of the ward staff are at their height, 
and air movements so induced are most marked. 
The possibility of the indirect spread of infec- 
tion by stirred-up dust should also be considered. 


There is relatively little direct evidence as 
yet for the air-borne spread of pneumococci 
infections. However, the pneumococci can be 
recovered from the environment of patients 
without great difficulty. Air-borne infection 
has also been demonstrated in connection with 
diphtheria, and in this instance the ease with 
which the causative organism could be demon- 
strated in floor sweepings was truly remarkable. 

A third series of data which lends support 
to the air-borne hypothesis has come from at- 
tempts to rid the environment of organisms 
spread by this route. Two main methods have 
been used: (1) ultraviolet light; (2) chemical 
sprays, the so-called aerosols. 

Wells has pioneered in the use of ultraviolet 
light. Lamps of this type have been used 
widely in hospitals, schools, nursing homes, etc., 
and have proved to be highly bactericidal. 
Wells feels that by their use germs can be re- 
moved from the air much more quickly than 
by any type of mechanical ventilation. In ad- 
dition, the method requires little attention. It 
has, however, deleterious effects on the eyes and 
skin, which can be overcome by shielding the 
body (but which may be difficult of aeecomplish- 
ment) or by shielding the lamp (which may 
reduce its efficiency). Moreover, if the lamps 
are attached to the ceiling the rays will be 
least effective against: bacteria on the floor. 
A third difficulty, which applies to many 
industries, is that as people move about they 
stir up dust which interferes with the action 
of the light. At the moment, the use of ultra- 
violet light as a means of sterilizing air would 
appear to be of rather limited application, and 
best suited to operating rooms and contagious 
disease units in hospitals. 

Lister introduced the spraying of phenol into 
the air of operating rooms many years ago, 
but after the advent of aseptic techniques the 
practice was abandoned. With the recent work 
on the air-borne spread of bacteria, interest 
in the spraying of germicidal agents into the 
air has been revived. Moreover, their applica- 
tion is being considered over a much wider 
field. A variety of substances has been tested 
(sodium hypochlorite, resorcinol, hexylresor- 
cinol—the latter two dissolved in a vehicle such 
as propylene glycol, and the higher alcohols 
alone—propylene glycol, ethylene glycol, and 
trimethylene glycol). Such a substance should 
not be noxious to man, nor injurious to 
furnishings or equipment in the room being 
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sprayed, nor of prohibitive cost. It has also 
been found that germicidal mists are capable 
of penetrating cloth and acting on bacteria 
beneath, and that such mists are relatively 
effective in killing bacteria on smooth hori- 
zontal surfaces, but less so on vertical ones. 
Diethylene glycol is bactericidal in a dilution 
of 1 in 40 million and exerts no toxicity on 
man. However, its value is limited by the fact 
that an even temperature and humidity must 
be maintained for its continued efficient action. 
Triethylene glycol is still more effective and 
can be shown experimentally to be very effec- 
tive in reducing the bacterial count in air. 
Temperature and humidity in themselves may 
also exert a marked sterilizing effect. 

The action of the glycols is greatly reduced 
by dust and their usefulness demands adequate 
measures for dust control. The British used 
aerosols in some of the bomb shelters in London, 
combined with the oiling of floors and blankets. 
Bedding of this character can be very heavily 
contaminated with micro-organisms and add 
very materially to the bacteria present in air. 

The ordinary face mask, used in hospitals, 
consisting of a triple layer of gauze, is of 
relatively little value. If the wearer sneezes it 
breaks up the expelled particles into such a 
size that they may readily float about the air 
of a room. An efficient mask must be made 
from some material that fits the face closely 
and contains a filler that filters out the bacteria. 
Layers of gauze and Canton flannel will hold 
back particles of minute size and capable of 
floating in the air. The use of such masks is 
restricted to doctors and nurses with a mild 
respiratory infection ; patients with respiratory 
diseases at certain times; those concerned in 
aseptic procedures. In an ordinary industrial 
environment the mask would appear to have no 
practical application. 

An attempt to destroy organisms at their 
immediate source, in the host, would appear to 
be a very rational procedure. However, it is 
technically difficult of accomplishment. The 
use of snuffs made of sulfathiazole, penicillin, 
or proflavine, with a base of lycopodium spores 
or magnesium carbonate has been found to 
temporarily reduce the number of organisms 
recoverable from the noses of staphylococcus 
earriers. Likewise, it has been suggested that 
sprays of proflavine and acriflavine cut down 
the incidence of postoperative scarlet fever 


in a nose and throat department. The prophy- 


lactic use of sulfadiazine during an epidemic 
of upper respiratory streptococcal infections 
does cut down the over-all earrier rate, which 
in turn determines the number of clinical cases. 
However, it has two dangers: (1) possible toxic 
effects of drugs; (2) there is good evidence 
that sulfonamide resistant strains ean be de- 
veloped by this procedure. At the moment, the 
usefulness of this procedure would appear to 
be limited to highly specialized circumstances, 
such as the control of a streptococcal epidemic 
in children suffering from rheumatic heart 
disease, or under certain special military 
circumstances. 

Mechanical ventilation and filtration of air 
play a part of relatively little significance in 
the control of the spread of air borne infec- 
tions. At the present time, under crowded con- 
ditions, we are breathing each other’s respira- 
tory flora in the same manner as we once drank 
each other’s intestinal flora before modern 
methods of water purification were introduced. 


Part II. 


Now let us consider influenza. This condition 
is a elinical and epidemiological syndrome 
which appears in epidemic waves of varying 
proportions. It is quite probable that at the 
present time there are included under the 
designation ‘‘influenza’’ several different dis- 
eases so similar clinically as to be indistin- 
guishable. Attempts have been made to dif- 
ferentiate them upon epidemiological, clinical, 
and laboratory grounds. Epidemiologically, 
the terms pandemic, epidemic, and sporadic 
influenza are in common use. Clinically, the 
common cold, grippe, influenza-like, are terms 
indicative of an attempt at differential diag- 
nosis. -Leucopenia or the finding of Pfeiffer’s 
bacillus have been used in a similar manner. 
However, the latter has long been known to be 
present in unrelated conditions, and has been 
found in up to 40% of normals. 

Influenza is characterized by a rapid dis- 
semination, high morbidity, sudden onset with 
fever, chills, pharyngitis, cough, myalgias, 
leucopenia, and inconstant bronchitis or pneumo- 
nitis. The mortality is usually low, the im- 
mediate recovery prompt after a course of 3 
or 4 days, but asthenia far out of proportion 
to the apparent severity of the illness may 
persist for some time. 

When the clinician recalls the pandemic of 
1918, he thinks of a fulminating fatal disease. 
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Since then he looks upon it as ‘‘la grippe’’, a 
condition lying between the common cold on 
the one hand and the pandemic form on the 
other, and subject to great variations from time 
to time. The evidence at the moment suggests 
that the disease is always present. 

In 1933, Smith, Andrewes, and Laidlaw in 
England, localized a virus as the causative 
agent of influenza in throat washings of pa- 
tients suffering from the disease. This was 


confirmed by Francis in 1934. There is a close: 


relationship between the virus of swine influ- 
enza and that of the human variety, though 
the two are immunologically distinet. Mice 
which are immune to either exhibit active im- 
munity against the other. Dochez and Long 
have transmitted the common cold to the 
higher apes and to human volunteers using 
bacteria-free filtrates of nasal washings. Further, 
with material from clinical cases of influenza, 
cultures have been made which produce symp- 
toms of the common cold in humans. The 
viruses have not been pathogenic for the 
smaller laboratory animals. There are dif- 
ferences in the cultural characteristics of the 
causative agents of the common cold and influ- 
enza. Both are important in the incidence of 
the more severe disease, lobar pneumonia. 

In 1936 and 1940, epidemies of influenza oc- 
curred which were due to a virus antigenically 
different from the usual variety, and Francis 
isolated it in 1940. It has been accepted that 
the established form of epidemic influenza be 
ealled influenza A, and the new type designated 
as influenza B. Within each type there are 
wide strain variations. They are etiologically 
distinct although clinically similar diseases. 
Horsfall and others in 1941 reported studies 
in which eases of influenza in one epidemic, 
evel in a single institution, were due to infec- 
tion, in some instances by influenza A virus, 
in others by influenza B virus, and in still 
others, no evidence of infection by either of 
these viruses was demonstrable. As to the 
etiology of the fulminating pandemic form of 
influenza there is still considerable speculation. 
Some believe that a mutation in terms of patho- 
genicity takes place. 

In 1943 it was shown that there were many 
subclinical cases of influenza B, by rises in the 
serological titre, and these were capable of 
spreading the disease.. Epidemics of influenza 
A appear to have a cycle of 2 to 3 years, and 
those due to-influenza B a cycle of 4 to 6 years. 


It used to be held that in inter-epidemic periods 
the virus disappeared. However, more recent 
studies have shown that there are innumerable 
eases of both types of influenza all the time, 
and thus the viruses are in continuous circula- 
tion. Experimental and epidemiological evi- 
dence suggests that the air-borne route is the 
mode of spread (explosive outbreak ; cannot be 
transmitted experimentally other than by the 
respiratory passages). The incubation period 
is 24 to 72 hours. This may be shortened to 
12 to 18 hours, experimentally, if a large dos- 
age of virus be employed. The duration of the 
illness varies from a few hours to several days. 
If it lasts longer than 4 or 5 days, one should 
suspect some complication. The duration of 
infectivity is from shortly before the onset of 
symptoms to 5 to 7 days thereafter. The virus 
ean be recovered most successfully during the 
acute phases of the disease. The number of 
carriers is very difficult to determine, but 
there is no doubt that persons can be free of 
symptoms and yet harbour the virus in their 
throats and so contribute to the spread of the 
disease. 

The laboratory diagnosis of influenza now 
rests on a firm basis. The virus can be re- 
covered from the throat washings. This was 
first done by inoculating ferrets. Later, mice 
were employed (intranasal inoculation). At 
the present time the chick embryo is used. The 
suspected washings are injected into the al- 
lantoic cavity of 11 day old embryonated eggs, 
and further incubation carried out. At the end 
of 12 to 24 hours, if virus is present it will 
cause an agglutination of the blood cells of the 
embryo. The exact type can be identified by 
further investigation in which it is compared 
with known sera. However, at the present 
time such virus investigation is beyond the 
seope of the average hospital laboratory. 

Studies on the serum of patients in whom 
virus has been isolated in the throat washings 
have shown rises in the antibody content 
(neutralization test in mice and by complement- 
fixation). It was found that the titre of con- 
valescent serum was usually about ten times 
as high as that of acute serum. Moreover, in 
eases clinically similar to influenza, but in 
which no virus was recovered, there was no 
antibody response in the serum. Thus sero- 
logical antibody determinations can be of diag- 
nostic significance. The titres rise 7 to 10 days 
after the onset of the disease and then decline 





654 BRIEN: 


RESPIRATORY INFECTIONS 





Canad. M.A. J. 
June 1947, vol. 56 








slowly. The rate at which this occurs depends 
somewhat on the size of the community, being 
more rapid in the small centres of population 
and much slower in large cities (where the 
individual is more frequently exposed to re- 
infection). 

From the standpoint of the control of influ- 
enza the use of aerosols and ultraviolet light 
is obviously of limited value, being possible 
only where the physical situation is such as to 
permit their use. With an explosive outbreak 
of the disease they would be hopelessly inade- 
quate. Therefore, the only means likely to be 
successful in the event of an epidemic, would 
appear to be the use of measures designed to 
immunize the individual. 

Virus inactivated by formalin or ultraviolet 
light has been shown to produce some degree of 
immunity in animals. The first trials on 
humans were rather inconclusive, due to inade- 
quate dosage, ete. However, the investigative 
program of the Commission on Influenza, of the 
Board for the Investigation and Control of 
Influenza and Other Epidemic Diseases in the 
U.S. Army has shown a decided difference in 
the incidence of influenza in vaccinated and 
non-vaccinated groups. Subcutaneous vaccina- 
tion with a concentrated formalinized prepara- 
tion of influenza viruses, types A and B, has 
been used. This is important because the dura- 
tion of immunity is influenced by the potency 
and dosage administered. 

In the portion of the study carried out at 
the University of Michigan in 1943, there was 
an ineidence of typical influenza requiring 
hospitalization (temperature 100° F. or more) 
of 8.58% in the controls (who numbered 875) 
and of 2.27% among the vaccinated (who 
numbered 878) ; 79% of the cases developed in 
the control group. Mild influenza generally 
unaccompanied by fever and diagnosed in pa- 
tients seen in the dispensary but not admitted 
to hospital, oceurred in 8.04% of the control 
and 4.78% of the vaccinated men. No signifi- 
eant difference between the control and vac- 
cinated subjects was observed in the incidence 
of cases diagnosed as local respiratory infection 
or common cold. 


Antibody studies on sera obtained from a 
sampling of the control group before and after 
the epidemic in the autumn of 1943 revealed 
serological evidence of influenza A infection in 


41%. There was no record of attendance at 


sick call in 16%, suggesting the extent to which 
subclinical infections occurred. 

Again in the early winter of 1945 there was 
an epidemic of influenza B in Michigan, and it 
was possible to compare the incidence of the 
disease in an army unit of 600 men who had 
been vaccinated against influenza with another 
unit of 1,100 who had not. The incidence among 
the vaccinated was 1.15%, and in the unvac- 
cinated 9.91%. 

The onset of protection following injection 
of the vaccine would appear to be in one week, 
though it may take several weeks to reach its 
maximum. Its duration is not too well estab- 
lished, but certainly it is measured in months. 
In two Michigan state hospitals nearly 4,000 
patients were inoculated with a formalinized 
concentrated influenza virus vaccine, types A 
and B, and a like number were given an in- 
jection of sterile salt solution, during the winter 
of 1942-1943. The anticipated outbreak of in- 
fluenza did not appear until the next winter of 
1943-1944. Very definite evidence of protection 
from the vaccine given a year previously was 
obtained. 

During the past three years members of the 
Commission on Influenza of the Army Epidemi- 
ological Board have carried out serological 
sampling of common respiratory infections in 
various service commands in the United States. 
In this manner the epidemiological patterns of 
influenza A and B were studied. In the case 
of influenza A in 1943 and influenza B in 1945 
the presence of the virus was detected well in 
advance of epidemic outbreaks of the disease. 
It is to be hoped that such observations can be 
continued. Indeed, the possibility of establish- 
ing a central virus laboratory in our own prov- 
ince is worthy of serious consideration. Such 
an institution could recommend the optimum 
time for vaccination. Waiting until the onset 
of an epidemic may be too late. It has been 
suggested recently that immunization may prove 
to be of little value against the fulminating pan- 
demic form of influenza. Time alone will answer 
this question. 

If advice cannot be obtained from a virus 
laboratory vaccination during the autumn 
months would appear logical, with revaccination 
should an epidemic oceur three months or more 
following the initial inoculation. 

The total prophylactic adult dose of influenza 
virus vaccine (types A and B) is 1 ¢.. admin- 
istered subcutaneously in one injection. In the 
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ease of children under 12 years of age, it is 
suggested that they be given two injections of 
0.5 ee. one week apart. Caution should be 
observed in giving influenza virus vaccine to 
persons with a history of allergy, and more 
especially if they are sensitive to chicken protein, 
egg or dander. 

Local and systemic reactions following the 
administration of the vaccine have been seen 
occasionally. Local reactions consist of transient 
redness and tenderness at the site of injection. 
The systemic variety consists of transient ma- 
laise, headache and chilliness. Influenza-like 
symptoms with an elevation in temperature may 
occur. Such symptoms usually subside within 
twenty-four to forty-eight hours. 
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NON-RENAL HYPERTENSION 


Sydney M. Friedman, M.D., Ph.D. and 
Constance L. Friedman, M.Sc. 


Montreal, Que. 


N intensive period of investigation into the 
etiology of hypertension was initiated when 
Goldblatt and his collaborators induced a rise 
in the blood pressure of dogs by clamping the 
renal artery... Extending their observations in 
a series of classical experiments, they showed 
that interference with renal circulation could 
lead to the development of a sustained hyper- 
tension.” * Later-work indicated that, under 
the conditions of the Goldblatt experiment, the 
kidney produced increased amounts of the 
enzyme renin, which acts on the euglobulin 
fraction of plasma protein to give rise to a 
powerful pressor agent hypertensin (angio- 
* From the Department of Anatomy, McGill Univer- 
sity, Montreal. 


This work was supported by a grant from the Life 
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tonin).**°7 More recently, Selye e¢ al., working 
with rats, showed that desoxycorticosterone, a 
physiological substance, could induce nephro- 
sclerosis and hypertension,® results analogous 
to those obtained by Goldblatt, yet. without 
operative interference to the renal circulation. 


When attempts were made to transfer this 
work to the problem of essential hypertension 
in man, several difficulties appeared. A situa- 
tion directly analogous to the clamped kidney 
has existed in only a handful of patients with 
essential hypertension.® Although Goldblatt 
has insisted that widespread arteriolosclerosis, 
similar to the effects of the clamp, is always 
present in the kidney of hypertensives, his 
views are not shared by all pathologists.® <A 
more serious objection to the theory of the 
renal origin of essential hypertension is that 
of Goldring et al., whose exhaustive studies of 
patients, using sensitive functional tests, 
showed -that well established hypertension fre- 
quently exists without impairment of the renal 
eireulation.?° Indeed, after a critical evalua- 
tion of the facts, these authors stated that the 
kidney might well be ‘‘the victim rather than 
the eulprit’’. Findlly, attempts to demonstrate 
increased amounts of hypertensin in the blood 
of patients with essential hypertension have not 
been successful.** t° ** , 

Among hypertensives there is 
proportion who plainly have a renal element 
in the disease. To this group, much of the 
advance made by animal experimentation ap- 
pears transferable. On the other hand, how- 
ever, many cases are without apparent renal 
basis in the early stages, and it is concerning 
this group that controversy exists. 

It seemed to us that once the concept of non- 
renal essential hypertension was acceptable, 
the rise in blood pressure might be regarded as 
a compensatory phenomenon. Scant attention 
appears to have been paid to the equilibrium 
state between the net perfusion pressure of the 
blood and the perfusibility of the tissues, yet 
an upset in this equilibrium might well demand 
a compensatory increase in hydrostatic pressure. 
Many factors are operative in the maintenance 
of this equilibrium, but among these we were 
attracted to those substances which might be 
expected to change under varying conditions, 
with a concomitant change in their contribution 
to the tissue osmotic pressure. 

The first experiment devised attempted to 
remove surgically the sources of hyaluronidase 


a definite 
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(mucinase) as far as possible. The experiment 
was admittedly not crucial, since although 
testis and the vitreous humour of the eye are 
the major sources from which hyaluronidase 
has been extracted, other sources not amenable 
to extirpation are known. This enzyme breaks 
down the complex polysaccharide hyaluronic 
acid to smaller fragments. The substrate 
hyaluronic acid appears to be widely distri- 
buted throughout the tissues of the body and 
has been related to the tissue-binding substance. 
At best we viewed this particular enzyme 
system as only one of many possible systems 
of that type and not necessarily the metabolic 
mechanism for which we were looking. Several 
lead experiments were performed and since 
these all gave the same result only the final 
arrangement is here presented. 


EXPERIMENTAL 


Ninety immature male albino rats, averaging 
40 grams in weight, were divided into four 
groups. Group 1, consisting of 15 animals, 
served as untreated controls, while group 2, 
with 25 animals, served as castrate controls. 
In the 25 animals of group 3 enucleation of the 
eye was performed at the start of the experi- 
ment, while the 25 animals in the 4th group 
were both castrated and enucleated. 

All operations were performed on the same 
day, using ether anesthesia. Castration was 
performed through a midline abdominal in- 
cision. The operation for the removal of both 
eyes, enucleation, was very simple in the rat. 
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The dense orbital fascia at the lateral canthus 
was incised about one-sixteenth of an inch with 
fine scissors. The globe was extruded between 
the jaws of fine curved forceps by pressure 
applied at the upper and lower orbital margins. 
The forceps was then slipped behind the globe 
and held closed, while the globe was removed 
with curved scissors. Upon release of the 
forceps, very little bleeding occurred. The eye- 
lids at onee filled in the empty orbit and full 
closure occurred within a few days. The eat- 
ing habits and activity of the animals suggest 
that the operation is not unduly traumatic. No 
sepsis developed. 

Four weeks after operation, blood pressure, 
renal clearance of inulin and sodium para 
amino hippurate (PAH), and pulse rates were 
determined. These tests were completed in ten 
days, and the animals sacrifieed on the 40th 
day, at which time a careful autopsy was per- 
formed and certain organs fixed in Suza for 
subsequent weighing and histological study. 

The blood pressure determination was per- 
formed using the method of Byrom and 
Wilson?’ with ether as anesthetic. A careful 
attempt was made to keep the degree of anes- 
thesia uniform. To ensure objectivity, the 
plethysmographie end point and the mano- 
metric reading were noted by separate ob- 
servers. In a further effort to eliminate error, 
many repeat determinations were carried out 
on different days and comparable numbers of 
animals from each group were used each time 
pressure was determined. The renal clearance 


























TABLE I. 
: Group 1 Group 2 Group 3 Group 4 
No. of animals ........ 15 25 25 25 
Average initial weight.. 38 gm. 42 gm. 42 gm. 41 gm. 
(25 - 50) (29 - 60) (28 - 48) (35 - 60) 
Average final weight ... 184 gm. 187 gm. 165 gm. 173 gm. 
Mean blood pressure ... 103 mm. Hg. 103 117 117 
S.D. + 9.8 S.D. + 8.0 S.D. + 11.0 $.D. + 14.8 
p < 0.01 p < 0.01 
Organ weights 
Testis/100 gm. ...... 1.33 gm 0.91 gm. 
S.D. + 0.12 $.D. + 0.07 
p < 0.01 
Heart/100 gm. ...... 360 mgm. 400 mgm. 400 mgm. 410 mg. 
S.D. + 30 8.D. + 30 S.D. + 40 S.D. + 40 
Kidney/100 gm. ..... 890 mgm. 850 mgm. 900 mgm. 880 mgm. 
8.D. + 60 8.D. + 50 8.D. + 50 S.D. + 60 
p < 0.02 
Adrenal/100 gm. .... 18 mgm. 20 mgm. 19 mgm. 22 mgm. 
S.D. + 3.7 8.D. + 3.1 8.D. + 3.4 8.D. + 4.0 
PURND THBG 4.5 siisinb oe vee 358 367 398 378 
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tests were done by the method of Friedman, 
Polley and Friedman,’ for which 8 animals (2 
from each group) were handled each day with- 
out anesthesia. In all, clearance studies were 
carried out on 10 animals from each group. 


of any real increase in heart rate or force 
would argue, at least in part, against the blood 
pressure rise being a cardiac phenomenon. 
Finally, it seems that the hypertensive effect 
was not due to any gross adrenal change. 






































TABLE IT. 
Renal function Group 1 Group 2 Group 3 Group 4 
C. Ge fi0 GR: vices 0.65 0.71 0.83 0.82 
IN $.D. + 0.08 S.D. + 0.07 S.D. + 0.13 S.D. + 0.10 
p < 0.01 p < 0.01 
€ 62./100 gm. .... 4.1 , 4.1 5.0 5.0 
PAH 8.D. + 0.4 8.D. + 0.4 S.D. + 0.3 $.D. + 0.8 
p<. 9.01 p < 0.01 
Tm mgm./100 gm. .. 0.20 0.18 0.23 0.23 
PAH 8.D. + 0.02 S.D. + 0.01 S.D. + 0.02 $.D. +001 
p < 9.05 p < 0.01 p < 0.01 
Cc /C = FS. 16.7% 16.4% 15.0% 17.4% 
IN PAH 
GC Fe. —  Senavoud 20.5 22.8 22.4 eg 
PAH 


Pulse rate and heart sounds were recorded in 8 
animals from each group using the apparatus 
of Friedman and Martin.” 


Table I summarizes the first set of pertinent 
data. The enucleate animals of group 3 failed 
to gain in weight as well as the controls; this 
effect was also seen to a lesser degree in the 
enucleate and castrate animals of group 4. The 
enucleate animals were restless and excitable, 
a fact not wholly unexpected. The average 
blood pressure in both these groups was 
significantly elevated when compared with the 
controls. This was all the more striking since 
the measurement was done with the animals 
anesthetized, a cireumstanee which could be 
expected to abolish any neurogenic component. 
Six animals in group 3 and 5 in group 4 had 
pressures ranging from 130 to 150 mm. Hg. 
Statistical analysis rules out the possibility of 
this being a chance observation. 


Testis weight in group 3 was considerably 
below the normal, a finding which has been well 
documented in other species and shown to be 
due to the absence of neurohypophyseal stim- 
uli.* Thus, in effect, the enucleation has 
partially castrated the animals of group 3, so 
that they must be compared not only with the 
intact but also with the castrate controls. The 
moderate enlargement of the heart shown in the 
table occurred also in the castrate controls so 
that this may not have been due to a hyper- 
tension. In view of the short duration of this 
mild hypertension (40 days) a cardiac hyper- 
trophy was not to be expected. The absence 





Table II summarizes the results of the clear- 
ance tests. It is at once apparent that changes 
have occurred in both groups 3 and 4 which 
cannot be construed as a castration effect. The 
clearance of both inulin and PAH is signifi- 
cantly elevated, both to the same degree, so 
that the filtration fraction remains the same. 
There is thus a hemodynamic alteration 
expressed aS an increase in renal blood flow. 


Tm the functional measurement of tubular 
PAH, 


mass, is likewise increased, suggesting that the 
kidneys are hyperfunctional. This functional 
study receives support from the kidney weights, 
for while, in confirmation of the literature,”® 
the kidney size was reduced in group 2, the 
tendency of the kidney in the castrate male to 
become smaller was apparently offset in both 
groups 3 and 4 by the increased functional 
demand. The sensitivity of the functional tests 
is borne out in group 2 by the decline of Tm 
to the same degree as the decline in actual 
kidney weight. 

Enucleation has thus elevated the blood 
pressure and secondarily induced a hemo- 
dynamie and functional alteration in the 
kidney. This would appear to be a specific 
result of the operation. No obvious pathologi- 
eal change was found in the sections of kidney 
and testis examined. It seems. evident that a 
hypertension has been produced which is 
neither renal nor neurogenic in origin. Whether 
or not this bears a relation to human hyper- 
tension, it is clear that the blood pressure may 
be raised without renal damage. 





658 


CASE REPORTS: 


RUPTURED CHORIONEPITHELIOMA 





Canad. M. a. J. 
June 1947, vol. 56 








Although the findings lead to speculation on 
many points, we do not feel that they as yet 
substantiate any specific hypothesis. Further 
experiments extending these findings are now 
in progress. 

SUMMARY 

1. Following bilateral enucleation of the eye 
in the male albino rat the blood pressure be- 
comes significantly elevated within 40 days. 

2. This hypertension is not due to, nor is it 
increased by, castration. 

3. Renal tubular mass and renal plasma flow 
measured by the use of inulin and PAH are 
inereased following the operation. 


We would like to express appreciation to Prof. C. P. 
Martin for his encouragement of this work. 
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DIAGNOSIS OF VIRUS INFECTIONS.—In a Chadwick 
lecture on February 18, Prof. S. P. Bedson, F.R.S., said 
that in virus work insufficient use is made of new diag- 
nostic procedures. It is still widely believed that all 
viruses are too small to be seen with the microscope, ‘yet 
in quite a number of these diseases microscopical demon- 
stration of the causal virus is of diagnostic value. This 
is true of trachoma and of those conditions caused by 
the related virus of inclusion conjunctivitis; the virus 
of lymphogranuloma venereum can at times be demon- 
strated in smears made from inguinal buboes; and recent 
work has shown the usefulness of examining smears from 
the skin lesions of smallpox. Even where the virus can- 
not be seen, histological changes such as_ inelusion 
bodies can be looked for; their occurrence is always 
suggestive of virus infection, and sometimes, as with 
the Negri body in rabies, it is diagnostic. 

It is still not generally appreciated, said Professor 
Bedson, that the serological reactions employed in 
bacteriology are equally applicable to the identification 
of viruses or the diagnosis of virus disease. Of these 
reactions the complement-fixation test is probably the 
most valuable; it can be used either to demonstrate tlie 
presence of the causal virus, as in smallpox, or for the 
detection of antibody, as in influenza, psittacosis, lym- 
phocytic choriomeningitis, lymphogranuloma venereum, 
and mumps.—The Lancet, March 18, 1947. 


CASE REPORTS 


A CASE OF RUPTURED 
CHORIONEPITHELIOMA 


William Oliver Stevenson, M.B., 
F.R.C.8.[Edin.&C.] 


Hamilton, Ont. 


Cases of chorionepithelioma are not very 
common and I believe this case is worthy of 
recording on account of the rare condition which 
complicated it. 


Mrs. R.R., aged 20, married one year, no children, 
was brought to St. Joseph’s Hospital, Hamilton, by 
Dr. A. R. Woods, of Dundas, on January 15, 1944, 
with the following history. 


She menstruated normally up to December 1, 1943, 
5-day type by 28. The next menstruation began on 
December 31 and continued for nine days, with many 
clots. This was very unusual and she did not notice 
anything abnormal but the clots. On January 13, 
1944, she had her usual breakfast and while doing 
her work about the house at 9 a.m., she was taken 
with a sudden pain in the lower abdomen, which she 
describes as being like pins and needles. She lay 
down for an hour. The pins and needles sensation 
continued all through the morning and at 11 a.m. she 
was taken with a second severe pain, following which 
she fainted, and her physician was sent for. 

On admission to hospital, the pulse was almost 
imperceptible, blood pressure was 70 over 40; she was 
very pale, with sighing respirations and temperature 
96, white blood count 33,000, red blood count 2,540,000. 
A diagnosis of ruptured ectopic gestation was made. 

Operation was undertaken immediately. The ab- 
domen was full of blood clots and blood. The right 
tube and ovary were normal and the left tube was 
normal, The left ovary was the site of a corpus 
juteum of pregnancy. The body of the uterus was 
slightly larger than normal. It was soft, and blood 
was pouring through a small aperture on the front 
of the fundus, apparently ruptured from within. There 
were five or six soft blue areas on the anterior surface 
and some were noticed on the posterior surface, and 
these soft blue areas looked like holes in the uterus 
which were covered only by the serous coat. A quick 
supra-vaginal hysterectomy was done, using only four 
clamps. ~ 

The patient was in desperate condition, and an 
intravenous had been started. We had not had time 
to get suitable donors for transfusion and it was be- 
fore the days of our blood bank. On three previous 
occasions I had to reinfuse desperate cases of ruptured 
ectopic gestation and I decided to do the same with 
this case. As much blood and clots as possible were 
taken out of the abdomen and strained through twenty 
layers of gauze, to this was added 1,000 c¢.c. of saline 
solution and this was given intravenously. The pa- 
tient left the operation room with a perceptible pulse 
and fairly good colour. She made an uneventful re- 
covery, with the aid of two further transfusions. She 
left the hospital on the 14th day. 

Pathological report.—Specimen is a uterus without 
the cervix. It measures approximately 6 em. in length, 
6.5 em. in maximum width and 4 em. in maximum 
thickness. There are 2 or 3 perforations through the 
uterine wall, one through the anterior and one through 
the posterior wall; these are about 5 to 10 mm. in 
diameter and tags of soft, granular, pink to red tissue 
are protruding through them. In addition, the 


anterior surface displays a number of bluish spots 
from a few mm. up to nearly 1 em. in diameter. On 
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section, the myometrium over these areas is extremely 
thin, not more than 2 or 3 mm. in thickness. The 
uterine cavity contains a mass of spongy brown to 
red tissue measuring 6 cm. in maximum diameter. 
Scattered through this tissue are small clear vesicles 
from a few mm. up to nearly 1 em. in diameter, The 
uterine wall is thin everywhere, being not more than 
8 mm. at any point. 

Microscopic examination.—Sections from the interior 
of the uterus show large masses of hyalinized necrotic 
tissue and cellular masses of varying size composed 
of groups of both Langhans and syncytial cells. The 
Langhans eells predominate. They are variable in 
size and their nuclei are variable and often quite 
large (over 15 uw in diameter); chromatin granules are 
frequently coarse. Loosely scattered cells are present, 
similar to those forming the cellular masses. These 
occur especially near the surfaces of the necrotic 
tissue or lining small cystic spaces in it. Shadows 
(ghosts) of similar, but necrotic cells can be seen 
in many places. Definite vesicles are present, scattered 
through the necrotic tissue and these are covered by 
Langhans and syncytial cells, frequently several 
layers thick. 

Masses of necrotic tumour tissue can be seen deep 
in the myometrium, containing or accompanied by 
living tumour cells similar to those described above, 
scattered singly or in groups. A few patches of basal 
endometrium line the uterine cavity in places. Diag- 
nosis: chorionepithelioma. 


Upon receiving the above diagnosis, we were 
extremely alarmed that by giving the reinfusion 
of blood, we had taken: away this patient’s 
chance of recovery. However, in September of 
1946, two years and eight months having 
elapsed, this patient is healthy and well. She 
states that she menstruates for one day per 
month and this has been sufficient to spare her 
any distressing menopausal symptoms. 

Chorionepithelioma has always been thought 
to be an extremely malignant tumour, but in the 
light of our experience in the above case and 
also the cases cited by W. P. Tew,? the question 
arises as to whether they should be considered 
so malignant. 


REFERENCE 
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A CASE OF ENDOTHELIAL CARCINOMA 
OF THE PLEURA 


F. L. Skinner, M.D., M.R.C.P.E. 
Vancouver, B.C. 


The following case report is judged to be of 
sufficient value for record. 


The patient, a woman of 42 first had pain in the left 
lower chest in March, 1946. This became gradually 
worse. In June, fluoroscopic examination resulted in 
a diagnosis of pleurisy; and in a few weeks dyspnea 
developed. InAugust, another x-ray was taken which 
was declared to be negative. However, the pain in the 
chest hecame worse, and fever developed to 102°. I 
saw her first on August 22, when there was evidence 
of a large pleural effusion on the left side, both clini- 


cally and by x-ray. Thoracentesis showed large amounts 
of cloudy amber fluid containing polynuclear cells, and 
lymphocytes with some diplococci. The urine was nega- 
tive. The blood showed 4,450,000 red cells, 9,800 white 
cells, Hgb. 84%, and a normal differential count. 
Sedimentation rate was 23 mm. in one hour. 

The fever continued and the chest was tapped several 
times, penicillin injections being given continually. As 
much fluid as possible was removed on September 10, 
but x-ray still showed no change in the lung field itself. 
The pain became so severe that a nerve block was carried 
out on the left side. The diagnosis of carcinoma was 
made on September 14, and it was assumed that it was 
of the primary pleural type. Guinea-pig inoculation of 
the pleural fluid was negative for tuberculosis. Thora- 
centesis was necessary on several occasions and the 
patient gradually failed and died on November 27. 


AUTOPSY REPORT 


The left lower cavity contained about four quarts of 
dark bloody fluid, and the lung was collapsed and densely 
adherent to the mediastinum. It was covered laterally 
by a heavy white cartilaginous pleura, and the peri- 
cardium was infiltrated by the tumour growth. The 
parietal pleura was also white and almost cartilaginous 
in consistency, with many buttons of malignant tissue. 
The trachea and bronchi were clear and there was no 
evidence of tuberculosis and no enlarged hilar glands. 
The right lung was normal on section, and the pleural 
cavity contained about 200 c.c. of clear fluid. 

Elsewhere there was nothing of note except a small 
white nodule in the pancreas. 

Microscopic.—Lungs deeply engorged, with moderate 
edema. Section of the pleura shows a very marked and 
extensive area of necrosis, composed largely of cells which 
have a tendency to spindle shape. They vary greatly in 
size with a moderate amount of connective tissue stroma. 
This is markedly hypérchromatic. There is a great deal 
of fibrous tissue through this as a result of irritation 
and inflammatory reaction. Many of these cells are 
large in size, numbers of them are multi-nucleated. 
Many of them are in the process of mitosis. In the 
actively growing part, there are many areas of endo- 
thelial spaces lined with cells, giving it a spongy open 
appearance. In the denser portion, it is deeply and 
extensively fibrosed. The pancreas shows normal acinar 
and islet tissue, the ducts appear healthy. There is one 
small metastasis with moderate fibrosis around it. Sec- 
tion of the lung with the thickened tumour mass shows 
invasion of this process into the superficial layer of the 
lung with very marked fibrotic reaction. . The regional 
lymph glands are involved in the same process, and 
completely replaced. 

Pathological diagnosis, primary endothelioma of the 
left pleura. 


My thanks to Dr. A. Y. MeNair, Pathologist to St. 
Paul’s Hospital, Vancouver, B.C., for his report. 


‘307 Lyric Theatre Bldg., 


751 Granville Street. 


A CASE OF CYSTIC DISEASE OF 
THE LIVER 


M. E. Hobbs, M.D. 
Millbrook, Ont. 


Non-parasitie cysts of the liver have been de- 
scribed by many terms, such as cystic disease 
of the liver, cystic liver, cystic degeneration of 
the liver, polycystic disease of the liver and 
congenital cysts of the liver. A perusal of 
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available literature has led me to conclude that 
polyeystice disease of the liver is a rare condition 
when found without cystic disease in other 
organs. I find some comfort in the above belief 
because the condition was not even considered in 
making a differential diagnosis in the case to 
be reported. It is a fact that surgical treat- 
ment of solitary cysts of the liver is far more 
often possible than in cystic disease of the liver, 
because of the generalized nature of the lesion 
with reference to the liver substance. This case 
will show that although the technical difficulties 
of operation are considerable, operation may 
provide a cure insofar as the patient’s symptoms 
are concerned. 


Mrs. E.T., a white female, aged 66, was admitted 
to St. Joseph’s Hospital, Peterborough, Ont., on De- 
cember 3, 1942, because of a mass in her right 
abdomen, present, to her knowledge, about five years. 
As a child she was always healthy and her parents 
had no knowledge of any abdominal swelling. She 
was not aware of any abnormal abdominal findings 
as a young women and was married at the age of 
25 and had no children. The abdominal swelling was 
first observed by the patient in 1941. It was not 
tender and she felt certain that it varied in size from 
time to time. Six years before admission to hospital 
the patient began to have attacks of pain in the 
upper right quadrant of the abdomen and it was 
thought she had gall stones. She had some cough and 
bouts of sneezing and pain between her shoulder 
blades. Following this, these attacks occurred about 
yearly and on each occasion when examined no note 
was made of any abdominal mass. 

In January, 1942, her family physician sent her to 
the Royal Victoria Hospital in Montreal for consulta- 
tion, because of the abdominal swelling. He _ sus- 
pected that she had cancer of the liver, because there 
was a family history of cancer and she had lost econ- 
siderable weight. The patient was told while in hos- 
pital that her investigation revealed gall bladder 
trouble. A personal communication from the family 
physician states that the patient returned to her home 
with a diagnosis of gall bladder disease with which 
he did not agree. In October, 1942, the patient noted 
the abdominal mass enlarging. She had an attack 
of severe upper abdominal pain, vomited and again 
consulted her physician, who: still thought that the 
most probable diagnosis was cancer of the liver. 
From this time on the right side of the abdomen was 
continually sore, her backache persisted and she had 
considerable pain in her right shoulder. She then 
came to visit relatives in my community and was 
resting and dieting for gall bladder disease. On 
November 27, 1942, she again had marked tenderness 
over the abdominal mass and vomited, at which time 
I saw her for the first time. Her family history was 
essentially irrelevant, except that one sister died of 
carcinoma of the breast. 

On physical examination the patignt was mentally 
very alert, of anemic appearance and had obviously 
lost considerable weight. Her weight at this time 
was 118 pounds, an approximate loss of 25 pounds in 
one year. No jaundice was evident. The superficial 
veins and glands were not remarkable. Her tempera- 
ture was 99.2°, respirations 17 per minute, pulse rate 
90, good quality and regular. Examination of the 
head and neck was negative. Examination of the 
chest showed some dullness at the base of the right 
lung with diminished breath sounds below the 9th rib, 
extending around into the right axilla. The left lung 
was normal. The heart was not enlarged to physical 


_to the laboratory for examination intact. 


examination; no murmurs were present; rhythm 
regular; blood pressure 130/84. Examined in the 
recumbent position the abdomen showed quite a 
marked change from the normal contour with a full- 
ness extending from the right costal margin to the 
brim of the pelvis, bulging out the right flank and 
extending beyond the mid-line to the left. The mass 
was observed to move downward on inspiration. Pal- 
pation showed the mass to be tender and soft for 4 
inches immediately below the right costal margin. 
Below this it became quite firm and was not so tender 
and the outline lost near the right pelvic brim. The 
lower edge of the liver was not discernible. The 
medial margin of the mass was smooth, except near 
the costal margin, where a rounded smooth mass, about 
2 inches in diameter, could be felt and moved with 
the large mass. There was no ascites; the kidneys 
were not palpable; spleen was not palpable. The ex- 
aminations of hernial orifices, pelvis, extremities, 
nervous system and rectum were negative. 


Laboratory data.—Blood Wassermann, negative. Hb. 
89%; red blood cells 4,840,000, white blood cells 7,100; 
small lymphocytes 25%, large lymphocytes 12%, poly- 
morphonuclears 60%, eosinophiles 2%, basophiles 1%. 
Catheter specimen of urine was negative. Uroselectan 
showed kidneys well outlined and excretion of dye 
normal. Gastro-intestinal series showed no abnor- 
mality of the gastro-intestinal tract. X-ray of the 
chest showed the diaphragm on the right side to be 
smooth, elevated to the 9th rib and limited in excur- 
sion on inspiration. The costophrenic angle was free. 
Other than this the chest x-ray was normal. A pre- 
operative diagnosis of hydrops of the gall bladder or 
parasitic cystic disease of the liver was made. 


On December 7, 1942, operation was performed by 
Dr. R. K. Magee, of Peterborough, and myself. Using 
nupercaine anesthesia an upper right rectus incision 
was made and on opening the peritoneum it was found 
that a large bluish grey cyst separated the liver from 
the diaphragm. The rounded mass which had been 
felt in the right iliac fossa was the liver and the tense 
area under the costal margin was the cyst. Along 
the lower margin of the right lobe of the liver there 
were several small cysts one-half to one inch in 
diameter. The gall bladder was normal. There were 
a few smaller cysts under the left lobe of the liver. 
Palpation of the kidneys showed no abnormality and 
confirmed the uroselectan test. 


Technically it was very difficult to remove the 
large cyst from the diaphragm. It was adherent to 
the whole right dome. First it was aspirated of 1,600 
e.c. clear albuminous liquid. The cyst wall was now 
opened and it was seen to be one large cavity. Grasp- 
ing the wall in one hand it was gradually separated from 
the diaphragm, leaving bare muscle fibres. The cyst 
wall was-cut around at the liver junction. The sur- 
face of the liver appeared to be cratered as if many 
minute cysts had contributed to the formation of this 
large cyst. Three smaller cysts were removed from 
the lower edge of the right lobe of the liver and sent 
It was 
necessary to take liver substance with the cysts as 
there was no line of cleavage. <A drain was left in 
the subdiaphragmatic space and the abdomen closed 
in layers. 

The postoperative course was uneventful. The drain 
was removed in two days. The patient was kept flat 
for ten days to encourage the liver to adhere to the 
diaphragm. A personal communication in December, 
1946, tells that she feels quite well except for some 
pain in right shoulder and now weighs 135 pounds. 
Examination January 26, 1947, shows the liver not 
palpable in upright or recumbent position. 


The pathological report was as follows: 


‘The gross specimen consisted of a flat membrane 
8” x 10” x 4%". It was wrinkled and the inner sur- 
face was a reddish brown colour. There was also a 
group of three cysts one inch in diameter, filled with 
a clear watery fluid. No daughter cysts were present. 
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The microscopic examination showed that all cysts 
were lined in part by cubical epithelium and there 
was a little hepatic tissue and a few dilated bile 
ducts on their walls. The bile sinusoids in the hepatic 
tissue were dilated. There was no double wall as seen 
in hydatid cysts. The fluid gave a strong reaction 
for blood sediment and consisted of degenerated 
hepatic cells. No bile pigment was present. No hook- 
lets or scolices were seen. Diagnosis: non-parasitic 
multilocular cysts of the liver. 


It will be noted that although this patient 
was investigated thoroughly prior to operation, 
it was impossible to make an accurate preopera- 
tive diagnosis. The condition should be defi- 
nitely considered when dealing with a case pre- 
senting an elevated diaphragm, normal in 
contour, when a mass is found as well, protrud- 
ing below the right costal margin. Only by the 
process of elimination and bearing in mind the 
possibility of cystic disease of the liver, could 
one hope to make the preoperative diagnosis 
correctly. The disease is uncommon and is 
usually associated with cystic disease of other 
organs. It is doubtful if solitary cystic disease 
of the liver differs from the polyeystie non- 
parasitic variety. In this case the small cysts 
were multilocular and the large cyst was the 
solitary type. Ackman and Rhea’ found only 
11 cases of non-parasitic cysts of the liver in 
6,141 neeropsies. . Davis? in 1937 gathered 499 
cases of cystic disease of the liver, including one 
of his own. Of Davis’ eases only 241 of the 
499 were of the polyeystic type. The remainder 
were solitary or unilocular, solitary and multi- 
locular or unstated in 51. Other writers found 
about the same proportion in cases reviewed by 
them. The condition is commoner in the right 
than the left lobe. Out of 80 cases reported by 
MeCaughan and Rossieur,’? 52 were located in 
the right lobe, 11 in the left lobe, 2 in the 
middle lobe and 6 seattered throughout the liver. 
In 9 eases the position was not noted. In this 
ease the disease was grossly confined to the 
right lobe. Sinee .cystie disease of the liver 
may be compatible with good health, most eases 
in the literature are in adults. MeCaughan and 
Rossieur stated that the average age in their 
group was 33 years. It occurs about three or 
four times as commonly in females as males. 


HYPOTHESES AS TO PATHOGENESIS 


Four of the most prevalent hypotheses as to 
the pathology are described by Clagett and 
Hawkins.‘ These are divided as follows: (1) 
Inflammatory; (2) degenerative; (3) tumour 
hypothesis; (4) development hypothesis. 


The reader is referred to this excellent dis- 
cussion as to origin of the cysts. It seems to 
me that the developmental origin of these 
lesions is the most plausible, because the cysts 
never contain bile and according to many 
authorities are associated with cystic disease else- 
where. Moschowitz® gives the proportion as 
being about 90%. From a surgical standpoint 
if the condition is discovered by chance and 
no symptoms referable to the disease are present, 
operation is not justifiable. Indication for 
operation would be, infection of a cyst or cysts, 
or pain on pressure on neighbouring structures. 
If these prerequisites are present, congenital 
cystic kidney might not entirely preclude 
operation. 


SUMMARY 


Indications for operation in this case were: 
First, interference with nutrition ; second, pain; 
third, fever, although no infection was found. 
The condition is briefly discussed as to etiology 
and pathology. Diagnosis and treatment are 
stressed. It is suggested that the condition be 
considered routinely in any case presenting a 
high diaphragm with. normal contour as well as 
a mass emerging from below the right costal 
margin. Jaundice may oceur at intervals and 
it is possible that a patient might be errone- 
ously labelled with a diagnosis of carcinoma of 
the liver. 
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TRACHEOBRONCHIAL DIPHTHERIA 
IN AN ADULT 


J. D. Balfour, B.A., M.D. and 
N. J. England, M.B.E., M.D. 


Westminster Hostal, London, Ont. 


Tracheobronchial diphtheria in adults is a 
rare condition. The following is a report of a 
fatal ease that occurred in Westminster Hos- 
pital, London, Ont. 


A 56-year old patient, who had been on the psychi- 
atric wards since November, 1922, with a diagnosis of 
dementia precox, was seen by the Medical Service at 
4 p.m. on June 20, 1946. The history was that he had 
eaten his noon meal and the orderly in attendance had 
noted his face to be flushed. A helpful history from 
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the patient was not obtainable due to his mental 
condition. 

On examination his temperature was 101°, pulse 105 
and respirations 33. He presented a dusky, livid, cyano- 
sis most noticeable in the lips, ears, forehead, and 
nailbeds. Examination of the mouth and throat revealed 
a diffuse greyish membranous lesion involving the soft 
palate, uvula, and left tonsillar fossa. This membrane 
could be fairly easily moved, leaving a bleeding hyper- 
wmic base. The cervical glands were not enlarged. The 
heart was regular in rhythm and no murmurs were 
heard. Fine moist rales were noted at the right base 
with diminished air entry; otherwise the lung fields were 
clear. There were no abnormal findings in any of the 
other body systems. 

Immediate throat smears were taken and following 
this 60,000 units of diphtheria antitoxin were given 
intramnscularly together with continuous oxygen ther- 
apy and penicillin, units 15,000, every three hours. The 
following morning cultures of the throat were reported 
strongly positive for C. diphtheriz. 

At that time cyanosis was the outstanding feature 
and was difficult to control even with continuous oxygen 
therapy. . There was no laryngeal stridor and no 
particular respiratory distress. The heart remained 
forceful and regular and the patient did not appear 
toxic although his condition was somewhat difficult to 
evaluate due to his inability to co-operate. 





Fig. 2 Fig. 3 


Fig. 1—Portable chest x-ray showing tracheal de- 
viation, displacement of heart to the right and increased 
density over most of right lung field. 

Fig. 2.—Electrocardiogram, taken five hours before 
death, showing left axis deviation but no definite 
abnormalities. 

Fig. 3.—Showing the necrotic membrane extending 
from the vocal cords to the smaller divisions of the 
bronchi. 


By the afternoon of June 21, a fairly marked medi- 
astinal shift to the right had developed with tracheal 
deviation and an apex beat that was felt best under 
the xiphisternum. Practically the entire right lung 
field showed dullness on percussion, fine crepitant rales 
and bronchial breathing. A portable chest x-ray was 
taken (see Fig. 1) and showed mediastinal shift to the 
right with a marked density over most of the right lung 
field. As the patient exhibited a poor cough reflex it 
was felt that a massive atelectasis of almost the entire 
right lung with a complicating pneumonia had developed. 
The possibility of direct blockage of the bronchi by 
diphtheritic membrane was entertained but was thought 
unlikely. 

At 2.20 a.m. on June 22, the patient became very 
ceyanosed with an imperceptible pulse. Stimulants of 
various types were administered and he finally responded, 
to continue along at his former level. Careful observa- 


tion failed to reveal any inspiratory crow or stridor, 
although the cyanosis appeared to be gradually increas- 
ing. Up until noon of June 22 the patient had received 
a total of 120,000 units of diphtheria antitoxin, 10,000 
of which were administered intravenously. On the 
afternoon of June 22, his condition deteriorated. The 
pulse gradually became weaker, the chest filled with 
fluid and the patient expired at 5.15 p.m. on June 22. 

An electrocardiogram taken approximately five hours 
before death (see Fig. 2) showed a left axis deviation 
but no definite abnormality. 

From the clinical standpoint the diagnosis was faucial 
diphtheria with a right sided pulmonary atelectasis and 
pneumonia. It was felt that death was due directly to 
respiratory embarrassment. 

Post mortem examination.—The salient points of 
interest were as follows. A block dissection of the neck 
and thoracic organs was carried out. In the posterior 
pharynx was a small ulcerated patch with a necrotic 
slough over the right tonsillar area. The mucous mem- 
brane of the base of the tongue and the left tonsillar 
area was diffusely reddened and injected. The vocal 
cords were wdematous and matted together with a slough. 
Extending downward from the level of the vocal cords 
into the trachea, right and left main bronchi and into 
the smaller bronchi was a necrotic greyish-white mem- 
brane. This lesion is well shown in Fig. 3. The under- 
lying mucous membrane of the larynx, trachea, right 
and left main bronchi and the smaller bronchi was dif- 
fusely reddened. 


The right lung showed a widespread lobar pneumonia 
with scattered areas in the left lung. 


Bacteriology.—Cultures from the lesion in the right 
tonsillar area ante-mortem gave a heavy growth of C. 
diphtheriz in about 16 hours incubation. Subsequent 


virulence tests on the organisms isolated gave a strongly 
positive result. 


Cultures from the right tonsillar area and the larynx 
post mortem were negative for C. diphtheriz. 


DISCUSSION 


A review of the literature reveals that 
tracheobronchial diphtheria in adults is a rare 
condition. Rolleston? reports 16 cases between 
1899 and 1940; Colarusso' one case; Lynah* 2 
cases and Steigrad’ one. Fatal termination is 
rare. Troisier, Wolf and Marquezy*, Zoeller® 
and Lynah* each report one fatal case and 
Rolleston’ two deaths. 

This review of the literature reveals 22 cases 
of tracheobronchial diphtheria in adults, 5 of 
which terminated fatally. 

An interesting fact noted by Butler® is that 
the giving of antitoxin does not appear to pre- 
vent the formation of the membranous casts in 
the trachea and bronchi. The site of origin 
of the tracheobronchial diphtheria is also open 
to question. Lynah’ is of the opinion that these 
eases fall into two categories: (a) those cases 
that originate in the lower trachea and main 
bronchi and spread upwards; (b) those that 
originate in the larynx or pharynx and spread 
downwards. 

In contrast with the incidence and mortality 
of laryngeal diphtheria in adults the lesion is 
not uncommon in children and the mortality is 
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high. Welford? states that 24 cases of tracheo- 
bronchial diphtheria were admitted over a 
period of 18 months to the Municipal Con- 
tagious Disease Hospital, Chicago. During this 
time 11% of all deaths due to diphtheria were 
of the tracheobronchial type. A common find- 
ing in these children at autopsy was hemor- 
rhage in the suprarenal glands. This lesion was 
absent in the present case. 


Acknowledgment and thanks are extended to Dr. H. 
T. Norry for the photography. 
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MUCOSAL RESPIRATORY SYNDROME* 


J. F. Meakins, M.D., F.R.C.P[C.] 
. Montreal, Que. 


Stanyon and Warner’ reported 17 cases of 
mucosal respiratory syndrome found in Cana- 
dian Army Hospitals. The syndrome is one of 
striking and varied lesions of all mucous mem- 
brane and skin surfaces, pneumonia, prostra- 
tion and high fever. It has impressed all who 
have seen it by its discomfort, duration and 
danger, These authors have stressed that ‘‘The 
chest findings were an integral part of the 
syndrome’’, They stated also: ‘‘Drug reactions 
particularly to the sulfonamides have been in- 
eriminated by several writers as the cause of 
this syndrome. :Many of these cases received 
some form of sulfonamide usually sulfathiazole, 
particularly in the early stages, but on the other 
hand over half of the cases received no medica- 
tion whatever until the disease was well estab- 
lished. This syndrome had been described long 
before the advent of sulfa drugs. No common 
drug could be involved in our series.”’ 

In a brief survey of the literature six” * * 5 & ° 
other interesting descriptions of the same or a 
very similar clinical syndrome of pneumonia 
with extensive mucous membrane and skin 
lesions or reactions were in many cases* * © laid 
at the door of sulfonamide sensitivity. It must 


. * From the Department of Medicine, Royal Vaethele 
Hospital, Montreal. 


be pointed out that the similarity of the cases 
noted by White,t Greenberg and Messer® and 
Johnson® to those of Stanyon and Warner’ and 
Schoemperlen® both as to symptomatology and 
course is too great for coincidence. The syn- 
drome of conjunctivitis, stomatitis, the involve- 
ment of the other mucous membranes and the 
cutaneous eruptions associated with a pneu- 
monia is practically the same in all eases. 
Stanyon and Warner’s comment regarding the 
lack of association with sulfonamides in their 
eases has been already noted. 

In justice one must note Kasselberg’s’ case 
of an extremely similar mucocutaneous reaction, 
without apparent pneumonia, following the 
giving of 4 gm. of sulfamerazine superimposed 
on the use of sulfathiazole three weeks before. 
It is of interest that his twenty year old patient 
had had ‘‘pneumonia’’ at 6, 7 and 8 years of 
age. No note was made of chest findings or 
chest x-ray during the illness deseribed. Raffeto 
and Nichols* reported a similar condition in a 
child following the use of sulfadiazine; again 
no pulmonary disease was found. 

In all cases described, the bacteriology of the 
blood, eye lesions, mouth lesions, skin lesions 
and sputum was unremarkable. Where pneu- 
monia was found the etiology was undetermined. 
Treatment has always been good nursing care 
and supportive measures. Schoemperlen® in his 
presentation of a clear-cut case suggested the 
likelihood of an allergy of hypersensitivity being 
the cause of the widespread lesions. With this 
in mind he used benadryl with rapid relief of 
symptoms and prompt recovery. 

A case diagnosed as having the mucosal- 
respiratory syndrome is presented herewith. 


C.C.R., aged 18, was admitted to a small country hos- 
pital on December 1, 1943 because of head cold, malaise 
and fever of several days’ duration followed by the onset 
of cough on the day of admission. Admission examina- 
tion showed a temperature of 99° F., pulse 90, and 
respirations of 15. The mucous membrane of the nose 
and throat was congested and inflamed, the skin was 
flushed but no rash was noted. The lungs were clear 
of rales but the breath sounds were roughened. He 
had been on sulfathiazole 1 gm. every four hours for 
five days. There was no previous history of the taking 
of any sulfonamide. He was transferred on December 
7, 1943, to a larger hospital, because the temperature 
was rising, reaching 103.4° F. He became unco-opera- 
tive, lethargic, evidence of congestion was found in the 
right base and many sores broke out in the mouth. 

On admission the temperature was 102.4° F., pulse 
100 and respirations 24. Significant physical findings: 
patient looks tired and ill, face flushed. Nasal passages 
partly blocked by muco-purulent exudate; right nostril 
is tender. Tongue heavily coated, tonsils out, posterior 
pharynx crimson, no punctate hemorrhages, gums 
swollen, tender. Herpes blister on the lower lip. Glands: 
normal. shows only slightly 


Neck not stiff. Chest: 
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diminished breath sounds at right; no rales. Blood 
pressure: 124/60; heart not enlarged, no murmurs. 
Abdomen: flat, no tenderness, no organs or masses 
palpable. Central nervous system: lethargic, apathetic, 
but answers questions well. Reflexes: normal. 

December 7.—Smears from gums positive for Vincent ’s 
organisms. Hgb. 91%, red blood cells 4,730,000, 
white blood cells 7,050. Neutrophiles 78%, lympho- 
eytes 12%, eosinophiles 3%, monocytes 7%. 

December 8.—Condition unchanged. X-ray showed a 
patchy infiltration in the right lower lung field. Given 
mapharsen 0.045 gm. and intravenous 10% glucose 
saline, 1,000 c¢.e. 

December 9.—Auscultation reveals some diminution 


of breath sounds and faint distant rales at the right base ~ 


posteriorly. Patient has developed herpes on dorsum 
of hands and on legs. Direct smears of sputum negative 
for Vincent’s organisms. Wassermann negative. 

December 10.—Patient toxic and_ seriously ill. 
Temperature 104° F., pulse 130, respiration 28. Pneu- 
monia in right lower chest is gradually clearing. Bullous 
and herpetic lesions seem to be spreading discretely up 
the arms and legs and getting larger; four have ap- 
peared on the back. Mouth and nose seem worse, are 
swollen, painful and bleeding. Considerable . muco- 
purulent discharge from the eyes. Smears of pus from 
eyes show no organisms. Given 1,000 ¢.c. 5% glucose 
in normal saline intravenously with 200 mgm. vitamin C. 
Blood culture taken. Blood taken for grouping. Hgb. 
71%, white blood cells 15,700. 











Fig. 1—Showing lesions of the skin of the face 
and mucous membranes of eyes, nose, lips and mouth. 
Fig. 2.—Lesions of the skin of the arms and hands. 


December 11.—Patient’s temperature is slightly lower 
today, and he is definitely less toxic. General condition 
is improved. Since December 8, he has been getting 2 
intravenous infusions of 1,000 ¢.c. each daily; on the 
first day, 10% glucose in saline was used; since then, 
5% glucose with 200 mgm. of vitamin C and 2 mgm. of 
vitamin K in each infusion. For prospective transfusion, 
patient was grouped yesterday (Group ‘‘O’’—TInter- 


national). Six donors of blood Group ‘‘O’’ were cross- 
matched and agglutination occurred in each case. To- 
day two more Group ‘‘O’’ donors were cross-matched 
and again agglutination occurred in each case. 


On the next few days there was gradual but slight 
improvement although the mucous membranes were still 
greatly inflamed. A few drops of blood appeared per 
urethram suggesting erythematous lesions of the urinary 
tract. 


Culture of pus from conjunctive showed: hemolytic 
Staph. aureus. Sputum culture and smear: ‘‘No 
Vincent’s organisms or hemolytic streptococci present’’. 


December 17.—Patient’s general condition seems to 
be slowly improving, though his temperature remains in 
the neighbourhood of 102 to 103°. The skin lesions 
seem to be healing well, and no new ones are appearing. 
Urinalysis still reveals hematuria. Today he has rales 
over most of the right chest posteriorly and over the 
lower half of the left chest posteriorly, but he is not 
cyanosed or dyspneic, has no chest pain, and is not 
coughing much. Hgb. 78%, white blood cells 13,400, 
urine: red blood cells +++. Chest x-ray: ‘‘ Broncho- 
pneumonic consolidation now involving entire right lung 
and left lower lobe’’. 


December 20.—General condition showing slow but 
steady improvement. The left upper lobe is the only 
one at present not involved. All other areas show 
crackling rales (gradually becoming less evident), with 
some dullness to percussion posteriorly. There is a well 
marked lag on the right side. Gums are still swollen 
and tender, but show very little ulceration. Hgb. 81%, 
white blood cells 16,050. : 





Fig. 3.—December 8, 1943—Early in the course of 
the disease. Fig. 4.—December 17, 1943—At the time 
of maximum chest findings. Fig. 5.—January 12, 1944 
—Chest clear to auscultation. Patient convalescent. 
Some residual findings on x-ray. Fig. 6.—January 11, 
1945—One year later showing normal chest. 


Progress was slow but steady. By December 31, the 
bleeding from the gums had almost completely disap- 
peared and x-ray showed clearing of the lungs. He was 
discharged home on January 19, 1944, and four weeks 
later all skin lesions had entirely healed. The white 
cell count had remained high till late in his illness, the 
last count on January 4, 1944, being 22,550. Unfortu- 
nately differential count was done only at the beginning, 
so that there was nothing to show whether there was an 
eosinophilic response or not. 
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DISCUSSION 


The etiology of this syndrome is obscure. 
Until Schoemperlen put forward his suggestion 
of an allergy or hypersensitivity and himself 
used benadryl with more than encouraging 
results therapy was confined to nursing care, 
supportive measures, multiple transfusions and 
vitamins. His use of and success with benadryl 
would support the sensitivity theory and it 
would be interesting to discover if similar 
responses could be obtained in eases that appear 
to be directly and solely due to sulfonamide 
reaction or sensitivity, with lesions of the skin 
and mucous membranes. It is hard to believe 
that the mucous membrane and skin lesions are 
connected with the respiratory disease unless 
as a sensitivity or toxie response to the pulmo- 
nary infection. In the mucosal respiratory 
syndrome it is possible that the respiratory 
disease noted is a mucous membrane sensitivity 
response of the  tracheo-bronchial-alveolar 
system along with the skin and other mucous 
membranes to some common or general agent. 


SUMMARY 


1. A brief survey is presented of the litera- 
ture on the subject. 
2. Presentation is given of a case with 


recovery. | 
3. The etiology is discussed briefly. 


REFERENCES 
1. STANYON, J. H. AND WARNER, W. P.: Canad. M. A. J., 
53: 427, 1945. 
MarkKHaM, J. D.: J. Canad. M. Services, 1: 471, 1944. 
. Happap, N. N.: J. Canad. M. Services, 2: 657, 1945. 
Wuite, G. E.: Canad. M. A. J., 49: 317, 1943. 


GREENBFRG, S. I. AND MESSER, A. L.: J. Am. M. ASs., 
122: 944, 1943. 


JOHNSON, R. D.: J. Am. M. Ass., 124: 979, 1944. 

. KASSELBERG, L. A.: J. Am. M. Ass., 123: 1035, 1943. 

. RAFFETO, J. F. AND NICHOLS, S.: J. Pxdiat., 20: 753, 
1942. : : 


OT wm 6 to 


“1S 


o 


a SCHOEMPERLEN, C. B.: Canad. M. A. J., 56: 73, 1947. 








The rural area serves as a definite challenge to the 
well-qualified public health nurse in carrying on a nurs- 
ing program which includes venereal disease control. 
The public health nurse who studies the characteristics, 
customs, and attitudes of the rural population will not 
only render satisfactory service but will find in such 
study stimulation of resourcefulness and ingenuity from 
which she will profit. With understanding and the desire 
to render service to individuals who have acquired a 
venereal disease she is making a real contribution to the 
health and welfare of the rural population. This she 


could not do without the assistance and support of the 
local practicing physician, the lay health committee, and 
the other interested groups.—J. Ven. Dis. Inf., 28:_60, 
1947. 7 





SPECIAL ARTICLE 


REPORT ON A NATIONAL SCHEME 
FOR TREATMENT OF RHEUMATIC 
DISEASE IN BRITAIN 


H. S. Robinson, M.D., C.M. 
London, Eng. and Banff, Alta. 


The problem of the rheumatic diseases in 
Britain asin North America* is one of con- 
siderable magnitude. If one considers the 
crippling occasioned by this group of diseases 
(often in young people), the high incidence of 
these conditions in the lower income group 
where financial considerations prohibit long hos- 
pitalization and work absenteeism, and the loss 
to the national income, it becomes increasingly 
clear that the problem of the rheumatic diseases 
is one of national import. 

During the past year I have had the oppor- 
tunity of observing and studying the birth, in 
Britain, of a national scheme evolved for re- 
search and treatment of the rheumatic diseases, 
and have visited many of the centres involved. 
In view of the inereased interest in Canada 
with regard to these conditions it is felt that it 
may be of interest to consider the development 
of the British scheme. 

In historical retrospect the development: of 
the ‘‘baths’’ in various parts of England by 
the Romans in the Anglo-Roman era portended 
the treatment of the rheumatie conditions for 
years to come. Indeed, until recent times the 
spas alone were recognized as the centres for 
the treatment of the erippled, the gouty, and 
the disabled. (At least three of the four medical 
spas have origins dating from Roman times.) 
Widespread interest by the medical profession 
as a whole has become apparent only in the 
past twenty years or so. Interest was stimu- 
lated by investigators who began to point out 
the great incidence, disability and loss of work 
oceasioned by these diseases, and an extensive 
campaign was launched to attempt to correct 
the completely inadequate knowledge about, 
and treatment of these conditions. 

As long ago as 1922 the Minister of Health 
reported that one-sixth of the disability of in- 
sured persons in England and Wales was due 
to these disorders. In 1939 Davidson and 
Duthie? estimated that 9.4% of the total work 
done by medical practitioners in Scotland was 
devoted to rheumatic sufferers. In 1941 the 
Empire Rheumatism Council’ coneluded that 
the annual loss of income in England and Wales 
was of the order of £25,000,000. 

Development of the present scheme began in 
1943 when the Minister of Health appointed a 
sub-committee of his medical advisory committee 


* A survey of the incidence in the United States in 
19361 showed these conditions were first in the chronic 
diseases in causing disability. 
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to investigate the problem of rheumatic dis- 
eases. In 1936 the Empire Rheumatism Council, 
a combined medical and lay body was consti- 
tuted, with the committee on chronic rheumatic 
diseases of the Royal College of Physicians act- 
ing in the capacity as medical advisory com- 
mittee. The aims of the Council were to raise 
funds to institute and aid researeh and further 
to educate the public with regard to these con- 
ditions. Amongst its many activities this body 
has promoted research, stimulated undergradu- 
ate and postgraduate training, and roused 
publie interest. Unfortunately the war inter- 
fered with these conditions just as they were 
well under way. Notwithstanding this difficulty, 
this Council in 1941 put forward in a booklet 
ealled A Plan for National Action*® the first 
comprehensive discussion of a plan for treat- 
ment on a national scale. 

In 1944 the medical advisory committee to 
the Ministry of Health recommended that a 
number of diagnostic and research centres 
should be established in the fortheoming 
‘‘regions’’, for the study of chronic rheumatic 
diseases and further for the improvement of 
existing facilities for treatment and diagnosis. 
The following discussion is a presentation of the 
main features of the scheme.* * ® 

In general, Britain is divided into regional 
areas which number about twenty, each of 
which has as its central point a university 
medical teaching centre. In each regional area 
a triad consisting of peripheral clinics, diag- 
nostic centre and base bed unit is set up. The 
movement of patients is reminiscent of an army 
evacuation scheme. The flow of patients is from 
the peripheral clinics to the diagnostic centre 
and from here through to the base bed centre. 

A. Peripheral clinics.—These are small units 
set up in the cities and larger towns of the 
regional area (the number of these in any area 
to be worked out by a regional board). The 
equipment is to be that of a modest physio- 
therapy department. Here simple treatment can 
be carried out such as heat, massage, and 
remedial exercises, and requires only the use of 
inexpensive apparatus. The personnel of the 
unit will be specially trained masseurs or mas- 
seuses under direction of a nurse trained in 
physiotherapeutic methods or physiotherapist. 
Supervision of the unit will be in most cases 
by a local physician interested in this specialty. 
Weekly consulting visits will be made by physi- 
cians specially trained in the diagnosis and 
treatment of the rheumatic diseases from the 
central diagnostic section. He will refer cases 
requiring hospitalization and investigation to the 
diagnostic centre. It is emphasized that at this 
unit postgraduate instruction be given to the 
local general practitioners with regard to the 
early manifestations of these diseases. This it 
is felt will result in early case contacting and 
thus early treatment. 

B. Diagnostic centre-—The diagnostic centre 
is a university medical teaching centre. The 





Canad. M.A. J. 
June 1947, vol. 56 


necessity for this is that only in such a place is 
one likely to have the advantages of adequate 
radiological, pathological and biochemical serv- 
ices together with specialists in all fields of 
medicine. Besides functioning as a diagnostic 
centre this unit also forms the central pivot of 
the research program and there will be at least 
twenty beds available for investigation and re- 
search. Here the evaluation of the patient is 
made and precise diagnosis (as far as possible) 
is established. Following this the patient is 
disposed of by returning to the peripheral clinic, 
or the rheumatic outpatient department of the 
teaching hospital, for out-patient care, or, on 
the other hand, is referred to the base bed sec- 
tion if further hospitalization is indicated. 

C. Base bed section.—The need for this unit 
hinges on the inereasing appreciation of the 
necessity for long term in-patient treatment -of 
certain types of the rheumatic diseases on lines 
similar to sanatorium treatment. At this centre, 
the approximate size of which is to be 100 to 200 
beds in each region, there will be adequate facili- 
ties for treatment of every type. This includes 
of course such services as occupational therapy, 
educational and social facilities. It is recom- 
mended that this unit should be associated with 
similarly placed orthopedic centres. Liaison 
between orthopedic and medical rheumatic spe- 
cialists is recognized to be of great importance 
in management, and if the units are combined 
this liaison will be assured. The unit should be 
placed close to the diagnostic centre if possible 
to allow visiting staff easy access. 

Davidson‘ felt that in order to function 
properly the regional area would require the 
services of two full time physicians and one 
house physician at the diagnostic centre, and two 
house physicians and one medical registrar at 
the base hospital. Further the services of physi- 
cians interested in this specialty should be 
utilized at the peripheral outpatient clinics. 

The following is the organization, in brief, 
of a typical regional area which reveals local 
adjustments in the main schema. 

Regional area.—Yorkshire region, includes the 
West, North and East Ridings. 

Outpatient and inpatient research centre.— 
Located at the Leeds infirmary teaching hospital. 

Base beds.—In three establishments at Mean- 
wood, Pinderfields and Harrogate Royal Baths 
Hospitals. 

Peripheral clinics—At Bradford, Deasberg, 
Halifax, Huddersfield, York, Hull, ete. 


PRESENT POSITION OF THE SCHEME 


In England the spas formed the obvious an- 
swer to the problem of the acquisition of base 
beds. Thus the spa hospitals of Buxton, Harro- 
gate and Bath are being served by the university 
teaching centres of Manchester, Leeds and 
Bristol respectively. The peripheral clinies in 
these areas are in various stages of tormation. 

In Seotland, beds of various war time E.M.S. 
hospitals have been made available for the pur- 
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pose of base beds, in association, at present, with 
the medical centres of Edinburgh and Glasgow. 

London presented a _ special problem, as 
Greater London includes about 25% of the popu- 
lation of England. It has been divided into 
four regional areas. At this time one of the 
diagnostic centres has been established. The 
existing department of rheumatic diseases of 
the West London Hospital represents the first 
of these centres. Certain of the other teaching 
hospitals have special departments dealing spe- 
cially with these conditions which will no doubt 
be utilized as the scheme grows. The base bed 
problem is difficult to adjust due to shortage of 
beds. However, at this time part of a county 
eouncil hospital and a fifty bed experimental 
unit are caring for some of these patients. As 
well as these, there are a limited number of beds 
in the teaching hospitals. 

In review, the main advantages of the scheme 
presented above would appear to be: 

A. Provision for early case finding by means 
of: (1) Peripheral clinics supervised by physi- 
cians trained in diagnosis and investigation of 
these conditions. (2) Postgraduate training of 
general practitioners in the recognition of the 
early manifestations of rheumatic diseases. 

B. Provision for trained specialists and in- 
vestigation facilities to enable adequate early 
diagnosis, and facilitate research. 

C. Provision for long term hospitalization and 
rehabilitation of this long neglected group of 
chronic sick. 


I.am very grateful to Dr. W. 8S. C. Copeman, O.B.E., 
M.D., F.R.C.P., medical secretary to the Empire Rheu- 
matism Council, for making available considerable of the 
information in this report and for his helpful criticism. 
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I see more hope for ourselves as doctors and for 
the people who will come under our care, in the 
future of Medicine than perhaps in any other single 
thing in the new world towards which we are hacking 
our way. We at least have not—yet—forfeited the 
trust of people for whom we work; we at least have 
not—yet—turned inwards in despair, bartering our 
spirit of adventure for a mere hope of security. We 


stand for sane knowledge, selflessness, and mercy in a 
world gone mad. We cannot let these people down 
who trust our profession, and it is in this firm resolve 
that we shall face the future of Medicine.—Lord 
Horder, The .Lancet, p. 458,-April 5, 1947. . 


CLINICAL and LABORATORY 
NOTES 


REGULATIONS FOR THE USE OF 
SHORT-WAVE DIATHERMY EQUIPMENT 


If you employ short-wave diathermy in your 
practice, the law on the suppression of radio 
interference is of vital importance to you. 
Briefly stated, you are required to suppress the 
radiation from short-wave diathermy machines 
effective January 1, 1948. Most therapeutic 
radio-frequency generators now in use, because 
of inherent frequency instability, will not be 
permitted to operate after January 1, 1948, 
without being adequately shielded. The Cana- 
dian Broadeasting Act, 1936, included a section 
for the control of radio interference, and regu- 
lations were subsequently made under this 
Section in February, 1941. Owing to the 
shortage of material during the war, it was 
considered impracticable to enforce these Regu- 
lations with regard to short-wave diathermy 
equipment. As material is now available, and 
the interference is becoming more and more 
eritical, all interference of this type must be 
suppressed. 

Radiation from electro-medical apparatus 
including tube-type diathermy and short-wave 
machines occurs in two ways: (a@) into space 
in all directions and for great distanees; and 
(6) along power’transmission lines. This radia- 
tion of energy is causing serious interference 
to radio communication as the radiations are 
transmitted on frequencies allotted to radio 
aids to navigation, aviation communication and 
control systems, ete. It will readily be ap- 
preciated that interference of this type is far 
more serious than extraneous noises on your 
favourite radio program, as it is capable of pro- 
ducing hazards to life. 

By agreement between the Department of 
Transport in Canada and the Federal Com- 
munications Commission in the United States, 
three radio frequencies have been allotted to 
non-communication radio frequency generators, 
which inelude electro-medical equipment, and 
manufacturers are now producing short-wave 
diathermy machines which maintain their al- 
lotted frequency within the limits proposed. 

As the responsibility for suppressing the 
interference lies with the user of the apparatus, 
two courses of action appear to be open to 
doctors who employ electro-medical equipment. 
These consist of (a) replacing existing equip- 
ment with new frequency-controlled units; or 
(b) providing adequate shielding for existing 
equipment. Either of these alternatives will 
subject the user to considerable expense, in the 
first case for the purchase of new equipment, 
or in the latter instance in providing a com- 
pletely shielded room, booth or cubicle, as well 
as a surge trap or filter for the power lines. 

Full technical details of the requirements 
have been incorporated.in the following memo- 
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randa issued by the Department of Transport, 
Radio Division: SII-13-25 dated December 11, 
1941; SII-13-28 and SII-10-39 dated October 
19, 1946. 

Advice, testing and inspection services are 
available to users of electro-medical equipment 
by consulting the local representatives of the 
Radio Division of the Department of Transport 
listed below. 

It is important that you prepare to comply 
with the regulations which will become effec- 
tive in less than one year. Investigate the pos- 
sibility of adapting your present equipment so 
that interference is actually suppressed and, 
if you are considering the purchase of new 
equipment, be sure that it complies with the 
new requirements. 

The Controller of Radio, Department of 
Transport, Ottawa. 

The District Superintendent of Radio, De- 
partment of Transport, 413-418 Belmont 
Building, Victoria, B.C. 

The Supervising Radio Inspector, Department 
of Transport, 539 Public Building, Winnipeg, 
Man. 

The Supervising Radio Inspector, Department 
of Transport, 566 Dominion Public Building, 
Toronto, Ont. 

The Supervising Radio Inspector, Department 
A Transport, 404 Public Building, Calgary, 
Alta. 

The Supervising Radio Inspector, Department 
“ oe 400-401 Public Building, Regina, 

ask. 

The Supervising Radio Inspector, Department 
> Transport, 400 Youville Place, Montreal, 

ue. 

The District Superintendent of Radio, De- 
partment of Transport, P.O. Box 217, Halifax, 


ae . 


Danger in the Kitchen 

The Statistical Bulletin of the Metropolitan 
Life Insurance Company estimates from studies 
among Metropolitan industrial policyholders and 
among other groups that about 6,000 persons 
are killed annually in the United States from 
mishaps in the kitchen and that many times 
that number are injured more or less seriously, 
though not fatally. In no other room in the 


house does such a concentration of hazards: 


exist. The most frequent type of fatal accident 
in the kitchen is burns and sealds. Falls, which 
rank second, are said to be responsible for about 
1,500 deaths in kitchens annually. Among the 
hazards contributing to these falls are wet or 
waxed floors, worn linoleum or other floor cover- 
ings, unanchored small rugs, pails or other 
objects left on the floor; falls from tables, 
ladders, windows, chairs and highchairs. Gas 
poisoning is a relatively frequent cause of acci- 
dents in the kitchen, more particularly among 
men who doze off while heating coffee or other 
fluids which boil over and put out the gas flame. 
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Trouble may arise from a defective pilot light 
which is out or is not functioning; gas jets may 
be turned on unknowingly by persons brushing 
against them; some people may turn on the gas 
and forget to light it. Other contributing condi- 
tions to such deaths are burning gas with an 
excessively high flame in a poorly ventilated 
kitchen, improperly installed heaters and gas 
appliances in poor repair. Fatalities in the 
kitchen are also caused not infrequently by such 
poison compounds as roach powders or rat 
poisoning carelessly kept and mistakenly used 
for flour or baking powder. The modern kitchen 
is a combination bakery, cannery, laundry, 
restaurant, factory and butcher shop and play- 
ground. In industry, where similar hazards 
exist, either state officials or trained employees 
help to control accidents, but in the home this 
responsibility usually falls on the woman of the 
house, who should know where the chief dangers 
lie—A condensation in J. Am. M. Ass., 133: 
1295, 1947. 





Comprehensive Medical Care 


‘‘But what is comprehensive care? The term 
has been much used by the public, by politicians, 
by social reformers, as well as by some physi- 
cians, but it is doubtful whether it means the 
same to all who use it. Perhaps a simple defini- 
tion is the best. Comprehensive medical care 
should make available all that modern medical 
science can offer toward the preservation of 
health and prevention and cure of disease. 
Naturally it includes appropriate use for adults 
as well as for children of all procedures for 
immunization. It implies measures for prevent- 
ing the spread of infectious diseases, not only of . 
the contagions of childhood, but also to tuber- 
culosis, where the responsibility involves both 
ease finding and case supervision, and to veneral 
disease, where care does not stop with diagnosis 
and treatment of individuals, but extends to the 
discovery and management of those who have 
been exposed. Provision of comprehensive medi- 
eal care implies frequent contact between physi- 
cian and.patient. Health supervision should 
start at conception, and should extend through- 
out the entire life. of an individual. Health 
records compiled jointly by parents, physicians, 
and patients should be kept for every individual, 
and should inelude not only the occurrence of 
disease, injuries, and operations, but also the 
time of all immunizations, of specific treatments, 
as well as of examinations, x-rays, and laboratory 
procedures. Access to the pliysician should be 
easy and unobstructed. It should not depend 
alone upon the accident of illness. Examinatiens 
should be sufficiently frequent and searching to 
permit early recognition of physical and psycho- 
logical abnormalities. Comprehensive medical 
care cannot draw a line between diseases of the 
body and diseases of the mind, but must take 
full cognizance of the problems involved in pre- 
venting and treating both physical disease and 
emotional maladjustments.’’—D. P. Barr, The 
Diplomate, March, 1947. 
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found on the second page following the reading material.) 


EDITORIAL 


THE SHORTAGE OF NURSES 


OR some time past the problem of the 
shortage of nurses has been under con- 

sideration by a joint committee of the 
Canadian Nurses Association, the Canadian 
Hospital Council and the Canadian Medical 
Association. That this shortage exists is of 
course common knowledge, but the main 
reasons for it may not be so well known, nor 
that the situation is steadily becoming worse. 

Supply and demand in nursing depend on 
many factors. The output of graduate 
nurses from Canadian schools increased to 
the extent of about 45°% during the period 
1939-45, an achievement which must be 
accorded high praise when the conditions of 
those years are realized. But in that period 
the demand for nursing services increased to 
an extent out of all proportion to the supply, 
though the increase is not to be expressed by 
a percentage, and in the last two years the 
demand has become even greater. At present 
there are 169 Canadian hospitals with schools 
of nursing, but even if they were all occupied 
continuously to their fullest capacity—and 
that does not obtain—they still would not 
meet the demand. The shortage then is not 
because the schools are training fewer nurses. 
The following tabulation shows the various 
activities which absorb the supply of trained 
nurses. 

(a) Bedside nursing in civilian hospitals; 

(b) Administrative nursing positions in 
civilian hospitals; 

(c) Teaching and Supervisory positions in 
civilian hospitals; 

(d) Nursing in Department of Veterans’ 
Affairs hospitals; 

(e) Executive nursing positions in various 
organizations; 

(f) Private duty nursing in hospitals; 
. (g) Private duty nursing in homes; 

(h) Graduate nurses in industry; 

(2) Public Health nursing for public and 
private agencies; 

(7) Air Stewardesses; ‘ 
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(k) Nursing in Doctors’ and Dentists’ 
offices. 

It may be said of course that in some 
respects these activities are only details of 
what in effect is nursing care for the people 
generally. The Department of Veterans’ 
Affairs, for example, constitutes a very large 
employer of nurses. In the immediate post 
war period D.V.A. employed about 2,000 
nurses. That was the peak number, and 
there has been some recession, but there still 
are about 1,700 so employed, and they devote 
themselves to only a section of the popu- 
lation. 

The expanding field of public health 
forms perhaps one of the greatest single 
demands on the supply of nurses, and this 
demand, great as it is, has not been nearly 
satisfied. 

Yet other increasing demands come from 
industry, less perhaps than in the other two 
instances, but still of considerable extent 
and likely to grow. 

Then there is the growth of hospitalization 
plans and the resultant increase in nursing 
due to the greater number of hospital ad- 
missions. But when these more obvious 
elements in the drain on the supply of nurses 
are taken into account there is still another 
less well defined but perhaps even more 
important factor to be considered. This, in 
a word, is the rising tempo of the work of 
nursing itself. All hospitals nowadays show 
a greater turn-over of patients annually than, 
say, even ten years ago. Surgical patients 
especially spend less time in hospital, so 
that there is a tendency for the wards to 
contain only acute cases demanding the 
maximum of nursing. Add to this the con- 
stant expansion in serious operative pro- 
cedures, requiring expert and continual 
nursing, and on the surgical side alone the 
pressure on the nursing staff is indescribably 
heavier and much more sustained than in. 
previous years. On the medical side, whilst 
there may not be quite the same tendency 
to more rapid turn-over the nurse still has tu 
carry out more skilled technical procedures 
both in treatment and diagnosis than before. 

The net result of all this is the necessity 
for shorter hours of nursing and so for a 
greater number of nurses for the work. 
One further point in illustration of the com- 
plexity of the problem is the effect on the 
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work of nursing of the fluctuation in the 
supply of maids, orderlies, etc. in hospitals. 
Perhaps “fluctuation”? may be regarded by 
hospital superintendents as an unnecessary 
euphemism for an exceedingly unsatisfactory 
situation. At any rate, this class of workers 
is essential and when the supply fails a 
severe additional strain is thrown on the 
nurses. It is even possible that nursing is 
becoming so strenuous as to repel rather than 
attract candidates for the profession. It is 
not possible to say yet whether this process 
has already begun. 

These are some of the reasons why there 
are not enough nurses to go round nowadays. 
The Joint Committee in its effort to solve 
the problem has made certain suggestions 
which require close study. The underlying 
idea is that a class or classes of nursing 
personnel other than registered nurses be 
created. These workers would be subsidi- 
aries in the nursing field, and would not be 
given as long a period of training as those 
qualifying as registered nurses. Some might 


be taught enough in say six months to enable - 


them to carry on an appreciable proportion 
of what is now done by the registered nurse. 
Others might be given a slightly longer 
course, with still higher qualifications, but 
in the case of both types the amount of time 
required for training would be so much 
shorter than that required for the fully 
trained registered nurse that more workers 
could be obtained ina short time, Naturally 
there is no suggestion that these subsidiary 
workers should replace registered nurses. 
The necessity for these in special nursing is 
fully established. At the same time opinions 
have been expressed by medical men that 
the content of the course of training might 
be made more practical and less theoretical. 
Some time in the course might be saved in 
this respect. We understand that this point 
receives full attention by the Canadian 
Nurses Association. 

The value of such subsidiary workers 
would be definite. They would not only 
relieve the demand on registered nurses for 
the simpler duties of nursing, but could be 
employed for home care of patients at a 
lower cost. It has even been suggested as 
an idea worthy of exploration that the 
larger part of the present nursing curriculum 
be transferred to the University, leaving the 
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hospital more freedom in the teaching of the 
trained attendant type. At the same time 
provision might be made for advancing 
those in this class to a higher status with 
further training and experience. 

Whatever is done in the way of creating 
these. aides or subsidiaries should be recog- 
nized as a temporary expedient only, for the 
relief of the present emergency. There have 
been periods, not so long past, when regis- 
tered nurses have not had sufficient employ- 
ment, and care must be taken not to have 
an excess of workers in the field. 

In any case there should be due recog- 
nition of the importance of the problem and 
an understanding of the sincere attempts at 
solution by the Canadian Nurses Association. 
It is closely bound up with all future hospital 
expansion and the provision of adequate: 
nursing service to the country as a whole. 


EDITORIAL COMMENTS 


A New Course in Hospital Administration 


The need for a postgraduate course in hos- 
pital administration to train hospital admin- 
istrators who will serve in the larger hospitals 
across the Dominion has been realized for some 
years, but no action was possible during the war. 

The University of Toronto now announces a 
postgraduate course in hospital administration 
for graduates in medicine and other university 
graduates who have acceptable qualifications. 
The course extends over a period of twenty-one 
months, of which period nine months will be 
used in providing formal instruction and twelve 
months will be spent as an intern in hospital 
administration under the supervision of the 
Department of Hospital Administration. To 
make possible this course there has been estab- 
lished a Department of Hospital Administration 
in the School of Hygiene. 

Dr. G. Harvey Agnew, who is Executive 
Secretary of the Canadian Hospital Council and 
internationally known as a leader in hospital 
administration, has been appointed Professor of 
Hospital Administration (part-time) and will 
head this new Department. The Canadian Hos- 
pital Council has permitted Dr. Agnew to give 
the necessary time to the development of this 
course realizing the very great importance of 
this new provision for training. Dr. Agnew will 
continue his duties with the Council. Instrue- 


tion will be given by departments of the Uni- 
versity in the various fields related to the work 
of the hospital administrator and specialized 
fields of hospital administration will be pre- 
sented by members of the staffs of leading hos- 
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pitals. The first course will commence on 
September 22, 1947. : 

The University of Toronto has received gen- 
erous assistance from the W. K. Kellogg Foun- 
dation in establishing this postgraduate course. 
The Kellogg Foundation has taken a leading 
part in the development of similar courses in 
several universities in the United States. Funds 
have been made available also by the Kellogg 
Foundation to the University to permit of 
awarding scholarships during the first year of 
the course to special candidates. This course 
will be the first in Canada provided by any uni- 
versity for the training of hospital administra- 
tors, leading to a Diploma in Hospital Admin- 
istration. The introduction of this course will 
afford Canadians the opportunity of receiving 
the essential basic training required in this field. 

The School of Hygiene was established in 1924 
through the munificence of The Rockefeller 
Foundation and now provides a series of courses 
in the various branches of public health. The 
close relationship which exists in every com- 
munity between the publie health authorities 
and the local hospitals now necessitates the in- 
clusion of public health as one of the essential 
subjects in the training of hospital administra- 
tors. Both in the United States and in Great 
Britain courses of instruction in hospital admin- 
istration are now being provided through schools 
of hygiene in various universities. 





Necessity for Prescriptions 


We have been asked to draw attention to the 
following orders in council regarding the pre- 
scription of the drugs therein referred to: 
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Except on individual prescription by a duly qualified 
physician, dentist or veterinary surgeon no person shall 
sell to the general public for internal or external use 
by man or animal any drug named or included in the 
following list or any preparation containing any of 
them: : 


Aminopyrin, its salts and derivatives; 

Barbiturie acid, its compounds and derivatives; 

Beta-amino-propylbenzene (alpha-methyl-phenethyla- 
mine, benzylmethyl-carbinamine, racemic desoxy- 
nor-ephedrine) and its salts including isomyn and 
amphetamine, benzedrine, and their salts; 

Cinchophen and Neocinchophen; 

Dilantin Sodium (sodium 5, 5-diphenyl-hydantoinate, 
sodium 2, 4-diketo-5, 5-diphenyl-tetra-hydroglyoxa- 
line, the mono-sodium salt of 5, 5-diphenyl-hydan- 
toin) ; 

Ortho-dinitrophenol, its compounds, homologues and 
derivatives ; 


Sulfanilamide (para-amino-benzene-sulfonamide), its 
salts and derivatives; 


Sulfapyridine, Sulfathiazole and their salts; 
Thyroid, Thyroxin and its salts. 


To which list has been added by a later order- 
in-couneil : 


Streptomycin and compounds thereof; 

Penicillin and its salts, other than penicillin and its 
salts for oral use which contain not more than 
3,000 International Units per dose. 


Apparently in some instances it is not realized 
that the drugs mentioned cannot be supplied 
by druggists except on written authorized pre- 
scription. Consequently it sometimes happens 
that patients are told simply to go to the drug- 
store for them, and the druggist has to get in 
touch with the doctor or send the patient back. 
In ease of dispute the burden of explaining the 
law falls on the druggist. 
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SEVENTY-EIGHTH ANNUAL MEETING 
of the 


Canadian. Medical Association 


TO BE HELD IN THE ROYAL ALEXANDRA HOTEL, WINNIPEG 


JUNE 23, 24, 


SCIENTIFIC PROGRAM 
Wednesday, June 25 
ROUND TABLE CONFERENCES 


9.00 — 10.30 a.m. 


Anesthesia 
Subject: Anzsthesia for the Occasional Anesthetist. 
Chairman: Dr. D. C. Aikenhead, Winnipeg. 


Dr. Walter S. Johns, Calgary. 

Dr. J. Brener, Winnipeg. 

Dr. D. Huggins, Winnipeg. 

Dr. D. Revell, Winnipeg. 

Dr. E. Watts, Edmonton. . 


25, 26, 27, 1947 


Dermatology 
Seborrheic Dermatitis. 
Dr. Norman Wrong, Toronto. 
Dr. Paul O’Leary, Rochester. 
Dr. A. M. Davidson, Winnipeg. 
Dr. Harold Orr, Edmonton. 
Dr. D. E. H. Cleveland, Vancouver. 
Dr. G. S. Williamson, Ottawa. 


Medicine and Surgery 
The Management of Hypertension. 
Dr. J. D. Adamson, Winnipeg and 
Dr. A. C. Abbott, Winnipeg. 
Dr. L. DeWitt Wilcox, London. 
Dr. Donald McEachern, Montreal. 
Dr. K. G. McKenzie, Toronto, 


Subject : 
Chairman: 


Subject: 
Chairmen: 
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Wednesday, June 25—Continued 
Obstetrics and Gynzcology 


Cesarean Section—the indications and 
contraindications. 

Chairman: Dr. W. P. Tew, London. 

Dr. G. M. White, Saint John. 

Dr. A. B. Nash, Victoria. 

Dr. F. G. McGuinness, Winnipeg. 

Dr. L. T. Armstrong, Toronto. 

Dr. J. S. Henry, Montreal. 


Subject : 


Ophthalmology 
Subject: Ocular Injuries. 
Chairman: Dr. N, L. Elvin, Winnipeg. 
Dr. J. T. Cruise, Winnipeg. 
Dr. E. A. McCusker, Regina. 
Dr. R. O. McDiarmid, Brandon, 
Dr. E. L. Moyer, Moose Jaw. 


Pzediatrics and Otolaryngology 
Subject: The Management of Bulbar Poliomyelitis. 
Chairman: Dr. Harry Medovy, Winnipeg. 

Dr. E. J. Huenekens, Minneapolis. 
Dr. R. E. Priest, Minneapolis. 

Dr. A. B. Baker, Minneapolis. 

Dr. Alan Ross, Montreal. 

Dr. Robert Black, Winnipeg. 


Psychiatry 

Treatment in D.V.A. Hospitals—Kehabilita- 
tion of Psychiatric cases, including 
experience with subshock, insulin, indica- 
tions, mode of action, results, etc. 

Dr. W. M. Musgrove, Winnipeg. 

Dr. T. E. Dancey, Montreal. 

Dr. Gordon Hutton, Vancouver. 


Subject: 
Chairman: 


Radiology 
Roentgen Therapy in the Treatment of 
Arthritis. 
Chairman: Dr. J. C. McMillan, Winnipeg. 
Dr. W. T. Dingle, Winnipeg. 
Dr. H. W. Riley, Winnipeg. 
Dr. G. H. Ryan, Winnipeg. 


GENERAL SESSION 
vom Wednesday, June 25 


Valedictory Address. 
Dr. Wallace Wilson, Vancouver. 


The Osler Lecture—Osler: The Textbook and Education 
in Medicine. 


Prof. J. M. McMichael, London. 


The Early Diagnosis of Carcinoma of the Stomach. 
Dr. Leo G. Rigler, Minneapolis. 


SECTIONAL MEETINGS 
Wednesday, June 25 


Subject: 


2.15 p.m. 


Section of Anzsthesia 

Combined Anesthesia. 

Dr. R. Letienne, Winnipeg. 
Anezxsthesia in Chest Surgery. 

Dr. J. A. Blezard, London. 
Regional Anesthesia. 

Dr. John Carroll, Montreal. 
Pentothal Anesthesia. 

Dr. Fernando Hudon, Quebec. 


Wednesday, June 25—Continued 
Section of Dermatology 
Treatment of Malignant Skin Tumours. 
Dr. George Brock, Winnipeg. 


The Xanthomatoses. 
Dr. Paul O’Leary, Rochester. 


Recent Advances in Dermatology. 
Dr. Harold Orr, Edmonton. 


Manifestations of Skin Sensitivity. 
Dr. G. S. Williamson, Ottawa. 


Skin Lesions of Functional Nervous Disease. 
Dr. D. E. H. Cleveland, Vancouver. 


Section of Medicine 
Obscure Causes of Heart Failure. 
Dr. Gerard Allison, Winnipeg. 


Diagnosis in Arthritis and Rheumatism. 
Dr. Douglas Taylor, Toronto. 


Immunization Procedures in Acute Infections. 
Dr. R. D. Defries, Toronto. 


Minor Ailments. 
Dr. Charles Hunter, Winnipeg. 


Section of Ophthalmology 


Tributary Retinal Venous Thrombosis. 
Dr. Robert M. Ramsay, Winnipeg. 


The Newer Types of Implants used after Enucleation. 
Dr. J. S. Crawford, Toronto. 

The Diagnosis of Toxoplasmic Chorioretinitis. 
Dr. Kenneth B. Johnston, Montreal. 


Vertical Deviations. 
Dr. James McGillivray, Winnipeg. 


Section of Pzediatrics 
Congenital Heart Disease. 
(a) Diagnosis—Dr. John Keith, Toronto. 
(b) Surgical Approach—Dr. Gordon Murray, 
Toronto. 


Subdural Hematoma in Infants. 


(a) Etiology and Diagnosis—wvr. Taylor Statten, 
Toronto. 


(b) Surgical Approach—Dr. Arthur Elvidge, 
Montreal, 


Electro Encephalography in Pediatrics. 
Dr. Harold Rice, Winnipeg. 


Section of Radiology 
The Value of Plain Abdominal Roentgenograms. 
Dr. F. G. Stuart, Winnipeg. 


Radiation T'reatment of Carcinoma of the Corpus Uteri. 
Dr. Ethlyn Trapp, Vancouver. 


The Treatment of Angiomas. 
Dr. Origene Dufresne, Montreal. 


Calcification in the Ascending Aorta as a Roentgen Sign 
of Luetic Aortitis. 


Dr. R. A. MacPherson, Winnipeg. 














Canad. M.A. J. 
June 1947, vol. 56 


Wednesday, June 25—Continued 


Section of Surgery 


A Follow-up of the Treatment of Intervertebral Discs. 
Dr. H. F. Cameron, Winnipeg. 


Strictures of the Common Duct. 
Dr. Warren H. Cole, Chicago. 


Results of Surgical Treatment of Bronchiectasis. 
Dr. F. G. Kergin, Toronto. 


Intertrochanteric Fractures of the Femur, treated by 
Skeletal Fixation. 


Dr. J. R. Naden, Vancouver. 


Thursday, June 26 
ROUND TABLE CONFERENCES 


9.00 —10.30 a.m, 
Anesthesia 


Subject: Anzsthesia for Chest Surgery. 
Chairman: Dr. A, C. Rumball, Winnipeg. 
Dr. J. D. Cameron, Toronto. 
Dr. Marjorie Bennett, Winnipeg. 
Dr. F. Walton, Winnipeg. 
Dr. J. M. McKinnon, Winnipeg. 


Dermatology 
Subject: Furunculosis. 


Chairman: Dr, A. R. Birt, Winnipeg. 
Dr. K. A. Baird, Saint John. 
Dr. Lennox G. Bell, Winnipeg. 
Dr. B. Brachman, Regina, 
Dr. Fred Cadham, Winnipeg. 
Dr. J. W. R. Rennie, Winnipeg. 


Medicine, Obstetrics and Gynzcology 


Endocrine Problems of Gynzxcology and 
Obstretrics, 

Chairman: Dr. J. S. Henry, Montreal. 

Dr. Willard Holmes, Saskatoon. 

Dr. A. B. Nash, Victoria. 

Dr. L. T. Armstrong, Toronto. 


Subject: 


Otolaryngology 


Subject: Chronic Otitis Media and Mastoiditis. 
Chairman: Dr. Robert Black, Winnipeg. 
Dr. Frank Macneil, Winnipeg. 
Dr. T. J. Haughton, Regina. 
Dr. G. M. T. Hazen, Saskatoon. 
Dr. E. J. Washington, Winnipeg. 
Dr. I. H. Beckman, Winnipeg. 


Psychiatry 
Child Psychiatry. 
Dr. T. Alex Pincock, Winnipeg. 
Dr. G. M. Stephens, Winnipeg. 
Dr. Brian Bird, Toronto. 
Dr. C. G. Stogdill, Ottawa. 


Subject: 
Chairman: 


Radiology 


Subject: Cardio-vascular Roentgenology. 
Chairman: Dr. H. M. Edmison, Winnipeg. 

Dr. A. E. Childe, Winnipeg. 
Dr. L. R. Coke, Winnipeg. 
Dr. F. A. L. Mathewson, Winnipeg. 
Dr. Harry Medovy, Winnipeg. 
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Thursday, June 26—Continued 
Surgery 
Subject: Vascular Disorders of the Lower Extremities. 
Chairman: Dr, C. E. Corrigan, Winnipeg. 
Dr. H. D. Kitchen, Winnipeg. 
Dr. R. O. Burrell, Winnipeg. 


Dr. J. W. R. Rennie, Winnipeg. 
Dr. John Farr, Winnipeg. 


Urology 
Subject: Anwria. 


Chairman: Dr. H. D. Morse, Winnipeg. 
Dr. J. C. McClelland, Toronto, 
Dr. Joseph Doupe, Winnipeg. 
Dr. D. Nicholson, Winnipeg. 


GENERAL SESSION 
Thursday, June 26 


10.45 a.m. 
The Present Status of Penicillin in the Treatment of 
Syphilis. 


Dr. Paul O’Leary, Rochester. 
Intestinal Obstruction. 
Dr. Warren H. Cole, Chicago. 


Psychotherapy in Medical Practice. 
Dr. C. B. Farrar, Toronto. 


SECTIONAL MEETINGS 
Thursday, June 26 


2.15 p.m. 


Section of Anzsthesia 


Anesthesia in Major Abdominal Surgery ; a comparative 
study of continuous spinal and cyclopropane 
with curare. 


Dr. Dorothea M. Wardrop, Winnipeg. 
Oxygen Saturation of the Blood in Several Types of 
' Anesthesia. 
Dr. Stanley Campbell and 
Dr. D. M. Bean, Toronto. 
Anesthesia for Ophthalmic Surgery. 
Dr. E. H. Watts, Edmonton. 
Hypobaric Pontocaine Spinal Anzxsthesia for Explora- 
tion for Extruded Nucleus Pulposus. 
Dr. Peere C. Lund, Winnipeg. 


Armed Forces Medical Section 
The Field Surgical Unit. 
Dr. J. A. B. Hillsman, Winnipeg. 


Recent Advances in Aviation Medicine. 
Dr. W. R. Franks, Toronto. 


The Medical Aspects of Civil Defence. 
Dr. O. M. Solandt, Ottawa. 


Section of Medicine 
The Réle of Proteins in Management of Diabetes. 
Dr. A. Hollenberg, Winnipeg. 
The Treatment of Peptic Ulcer. 
Dr. A. H. Gordon, Montreal. 
Epilepsy, Tridione and results. 
Dr. C. A. Gauthier, Quebec. 
Enigmatic Anzemas. 
Dr. William Magner, Toronto. 
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Thursday, June 26—Continued 
Section of Obstetrics and Gynzcology 
Diabetes in Pregnancy. 
Dr. W. P. Tew, London. 


The Differential Diagnosis of Chronic Lower Abdominal 
Pain in the Adult Female. 
Dr. Brian D. Best, Winnipeg. 
Prolapse. 
Dr. L. T. Armstrong, Toronto. 
Blood Loss in Labour. 
Dr. George White, Saint John. 


Section of Otolaryngology 
Epistazis. 
Dr. J. K. M. Dickie, Ottawa. 
The Clinical Application of Penicillin in Otolaryngology. 
Dr. Keith Hutchison, Montreal. 
Méniére’s Disease, Diagnosis and Treatment. 
Dr. P. E. Ireland, Toronto. 
Synoptic History of a Series of Interesting Laryngeal 
and (Esophageal Cases. 
Dr. E. J. Washington, Winnipeg. 


Section of Radiology 


Myelography—some Technical Considerations. 
Dr. Harold Morison, Winnipeg. 

Empinysema: An Early Sign of Bronchogenic Carcinoma. 
Dr. Leo G. Rigler, Minneapolis. 

The Relationship of Radiological Diagnosis to Radio- 


therapy in the Treatment of Carcinoma of the 
Breast. 


Dr. W. A. Jones, Kingston. 


Roentgen Therapy in Carcinoma of the Vulva. 
Dr. Jean Bouchard and 
Dr. Carleton B. Peirce, Montreal. 


Pneumoarthrography of the Knee Joint. 
Dr. Paul P. Hauch, London. 


Section of Surgery 


Carcinoma of the Left Colon. 
Dr. Donald Campbell, Hamilton. 


Early Diagnosis of Subdiaphragmatic Abscess by 
Artificial Pnewmoperitoneum. 


Dr. A. L. Wilkie, Montreal. 


Spontaneous Uterine Rupture. 
Dr. Christophe Bisson, Montreal. 


Dupuytren’s Contracture: Review of 100 Operations. 
Dr. Robert G. Langston, Vancouver. 


Section of Urology 


Essential Hematuria. 
Dr. D. R. Mitchell, Toronto. 


Renal Cysts. 
Dr. R. E. Powell, Montreal. 


Sarcoma of the Kidney. 
Dr. L. G. Wood, Vancouver. 
Wilms’ Twmours (review of cases). 
Dr. Gordon Ellis, Edmonton. 


Friday, June 27 


ROUND TABLE CONFERENCES 
9.00 - 10.30 a.m. 


Dermatology 


Subject: Ringworm of the Scalp. 
Chairman: Dr, A. M. Davidson, Winnipeg. 
Dr. Arthur Birt, Winnipeg. 
Dr. Geo. Williamson, Ottawa. 
Dr. Harold Orr, Edmonton. 
Dr. Norman Wrong, Toronto. 
Dr. D. E. H. Cleveland, Vancouver, 


Medicine 


Subject: The Management of Peptic Ulcer. 
Chairman: Dr, J. Wendell Macleod, Winnipeg. 
Dr. Malcolm Brown, Kingston. 
Dr. R. F. Farquharson, Toronto. 
Dr. M. B. Perrin, Winnipeg. 
Dr. C. C. Ross, London. 
Dr. P. H. T. Thorlakson, Winnipeg. 
Dr. J. H. Geddes, London. 
Dr. R. M. MacDonald, Boston. 


Obstetrics and Pzdiatrics 


Subject: The Rh Factor in Obstetrics and Pxdiatrics. 


Chairman: Dr. Bruce Chown, Winnipeg. 
Dr. Ronald Denton, Montreal. 
Dr. Ross Vant, Edmonton, 
Dr. Gordon Coghlin, Winnipeg. 


Psychiatry 


Subject: Electro Encephalography in Psychiatry. 
Chairman: Dr. G. L. Adamson, Winnipeg. 

Dr. John Kershman, Montreal. 

Dr. Harold V. Rice, Winnipeg. 

Dr. L. D. Proctor, Toronto. 


Surgery 


Subject: Management of Intestinal Obstruction. 


Chairman: Dr. M. R. MacCharles, Winnipeg. 
Dr. J. C. Armour, Montreal. 
Dr. A. D. McLachlin, London. 
Dr. R. A. Macpherson, Winnipeg. 


. Urology 
Subject: The Réle of Antibiotics and Chemotherapy 
in Urology. 
Chairman: Dr, J. C. McClelland, Toronto. 
Dr. D. R. Mitchell, Toronto. 


Dr. C. M. Spooner, Toronto. 
Dr. D. Swartz, Winnipeg. 


GENERAL SESSION 


Friday, June 27 
10.45 a.m. 
Medical Implications of Recent Developments in Atomic 
Physics. 
Dr. A. Cipriani, Chalk River. 
Pre- and Post-operative Management of Gastro- 
intestinal Cases. 
Dr. Roscoe R. Graham, Toronto. 


Some Practical Aspects of Recent Advances in Obstetrics 
and Gynzxcology. 
Dr. A. B. Nash, Victoria. 
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SECTIONAL MEETINGS 


Friday, June 27 
2.15 p.m. 


Armed Forces Medical Section 


Glimpses of the R.C.A.M.C. in Action. 
Dr. Athol Gordon, Winnipeg. 


The Sequelz of Local Exposure to Cold. 
Dr. D. R. Webster, Montreal. 


Operation Crossroads (The Bikini Experiment). 
Major General R. M. Luton, Ottawa. 


Section of Historical Medicine 


Milestones in Canadian Medicine. 
Dr. Heber Jamieson, Edmonton. 


Doctor C. E. Smythe, Pioneer Physician of Medicine Hat. 


Dr. G. D. Stanley, Calgary. 


A Boy’s Eye View of the Doctors He knew, 1889 to 1896. 


Dr. M. H. V. Cameron, Toronto. 


Jeanne Mance. 
Dr. H. E. MacDermot, Montreal. 


Bucke’s Travels. 
Dr. Edwin Seaborn, London. 


Section of Industrial Medicine 
Workmen’s Compensation. 
Dr. D. J. Fraser, Winnipeg. 
Accident Proneness. 
Dr. G. E. Hobbs, London. 


Organization and Experience of a Large Industrial Medi- 


cal Department. 
Dr. K. E. Dowd, Montreal. 


Diagnosis and Management of Silicosis. 
Dr. William Taylor, Timmins. 


Section of Medicine 


Symposium—Recent Advances in Therapeutics. 
Chairman and leader of discussion— 

Dr. Ray Farquharson, Toronto. 
Antibiotics—Dr. S. R, Townsend, Montreal. 
Thiouracil—Dr. John M. Kilgour, Winnipeg. 
Anticoagulants—Dr. E. S. Mills, Montreal. 
Anti-histamine and Related Substances— 

Dr. C. H. A. Walton, Winnipeg. 

Folic Acid—Dr. Ray Farquharson, Toronto. 
Nitrogen Mustards, B.A.L., ete.— 
Dr. Athol Gordon, Winnipeg. 


Section of Obstetrics and Gynzcology 
Conduct of Trial of Labour. 
Dr. A. W. Andison, Winnipeg. 
Malignancy of the Vulva. 
Dr. J. A. Brown, Regina. 
The Management of Dysmenorrhea. 
Dr. J. O. Baker, Edmonton. gle” 


Friday, June 27—Continued 


Section of Pzediatrics 

Celiac Disease. 

Dr. F. W. Wiglesworth, Montreal. 
Milk Allergy. 

Dr. R. C. Browne, Fort William. 
Infantile Diarrhea. 

Dr. Murray McLandress, Winnipeg and 

Dr. Maurice Berger, Winnipeg. 


Section of Psychiatry 
Functional Disorders of the Gastro-Intestinal System. 
Dr. J. Wendell Macleod, Winnipeg. 
Somatic Symptoms in the Psychoses. 
Dr. Edward Johnson, Selkirk. 
The Treatment of Psychosomatic Disorders. 
Dr. Trevor Owen, Toronto. 


Mental Hygiene Related to Psychosomatic Disorders. 
Dr. George H. Stevenson, London. 


Section of Surgery 
Repair of Bonu Defects of the Face and Jaws. 
Dr. E. W. Pickard, Winnipeg. 
Present Day Treatment of Hyperthyroidism. 
Dr. Walter MacKenzie, Edmonton. 
The Treatment of Perforated Peptic Ulcer. 
Dr. D. L. C. Bingham, Kingston. 
The Present Status of Vagus Section in Ulceration of 
the Stomach and Duodenum. 
Dr. E. Bruce Tovee, Chicago. 


Section. of Urology 


Ureteritis. 
Dr. Earl Hall, Vancouver. 


Repair of Postoperative Urinary Fistula of Unusual 
Type. 
Dr. Hilton S. Good, Regina. 


The Urologist and the General Practitioner. 
Dr. W. P. Hogarth, Fort William. 


Diverticula of the Bladder with case reports. 
Dr. N. B. Berry, Kingston. 


Consideration of Infected Bilateral Renal Calculi. 
Dr. Albert G. Laroche, St. Hyacinthe. 


Special Exhibit 
Department of Veterans’ Affairs 


The Department of Veterans’ Affairs have 
made arrangements to have both fixed and 
special scientific exhibits to be on display June 
24, 25 and 26 at the Deer Lodge Hospital. 
Special exhibits will be at stated hours which 
will be announced later. Included in these ex- 
hibits will be Dermatology, Tropical Diseases, 
Parasitology, Orthopedie Cases, Paraplegic 
Cases and Rehabilitation Exercises. 

Special arrangements will be made for trans- 
portation from the Convention Headquarters to 
the Hospital. 
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; The Manitoba Division 
The Manitoba Division will hold its annual 
business meeting on Tuesday afternoon, June 
24. 
Canadian Cancer Society 
The Grand Council of the Canadian Cancer 
Society will meet in the Royal Alexandra Hotel, 
Winnipeg, on Saturday, Sunday and Monday, 
June 21, 22 and 23, commencing at 9.30 a.m. 
Royal College of Physicians and Surgeons 
of Canada 
The Royal College of Physicians and Sur- 
geons of Canada will hold the following meet- 
ings in the Royal Alexandra Hotel, Winnipeg: 
Monday, June 23 
11.00 a.m.—Meeting of the Executive 
Committee. 
Tuesday, June 24 
9.00 a.m.—Meeting of Council, continuing all 
day and during the evening. 
The Canadian Society of Allergists 
Tuesday, June 24 
9.00 a.m.—Round Table Discussion—Asthma 
in Adults and Children. 
Dr. H. K. Detweiler (President), 
Toronto. 
Dr. A. T. Henderson, Montreal. 
Dr. C. H. A. Walton, Winnipeg. 
Dr. J. R. Ross, Toronto. 
11.00 a.m.—Business Meeting. 
| 2.00 p.m.—Scientifie Session : 
3 Bacterial Allergy. 
" Dr. K. A. Baird, Saint John. 
‘ Histamine. 


Dr. Bram Rose, Montreal 


Antihistamine Drugs. 
Dr. A. T. Henderson, Montreal. 
Bronchoscopy and Bronchial 
Asthma. 
Dr. S. McEwen, Winnipeg. 


The Use of Slowly Absorbed Pollen 
Extracts in the Treatment of 

F Hay Fever in Children. 

Dr. J. R. Ross, Toronto. 


Periarteritis Nodosum. 
it Dr. I. H. Erb, Toronto. 
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The Canadian Anesthetists’ Society 


The fifth Annual Meeting of the Canadian 
Anesthetists’ Society will be held on Wednes- 
day, June 25, immediately after the session of 
the Section of Anesthesia under whose aus- 
pices all scientific meetings are being held. 
The agenda will include the election of officers 
and a discussion of tariff, certification, post- 
eraduate education and any new _ business 
presented by members. Following this, the 
annual reunion and dinner will be held from 
5.30 to 8.30 o’clock. On Thursday, June 26, 
business meetings of the various Provincial 
Divisions will convene at 4.30 p.m. 


Canadian Heart Association 


An organization meeting of a Canadian 
Heart Association will be held on Tuesday 
afternoon, June 24, commencing at two o’clock. 
All cardiologists are urged to be present. Fol- 
lowing the business session Dr. John MeMichael, 
of London, England, will give an address on 
‘«The Cireulation in Arteriovenous Aneurysms’’. 


The Alberta University Medical Alumni 


The Alberta University Medical Alumni will 
hold a dinner at the Fort Garry Hotel, Winni- 
peg on Thursday, June 26, commencing at 6.30 
p.m. All interested are invited. 


The Canadian Medical Protective Association 


The Canadian Medical Protective Association 
will meet at 4.30 p.m. on Wednesday, June 25. 


The Canadian Association of Radiologists 


The Canadian Association of Radiologists 
will meet in the Royal Alexandra Hotel on the 
afternoon and evening of Tuesday, June 24. 


The Federation of Medical Women of Canada 


The Council of the Federation of Medical 
Women of Canada will meet on Tuesday even- 
ing, June 24. The Annual Meeting will take 
the form of a breakfast at 8.30 a.m. on Wednes- 
day, June 25, at the Business and Professional 
Women’s Club, 3 Evergreen Place. Following 
the breakfast there will be a business session. 


The Canadian Urological Association 


The Canadian Urological Association will 
meet on Thursday, June 26 at the conclusion 
of the afternoon session of the Section of 
Urology. 


Registrars of the Colleges of Physicians 
and Surgvons 
The Registrars of the Colleges of Physicians 


and Surgeons of Canada vill meet at 2.00 p.m. 
on Thursday, June 26. 
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The Canadian Orthopzdic Association 


L’ Association Canadienne D’Orthopédie 


The third annual meeting of the Canadian 
Orthopedic Association will be held in the Royal 
Alexandra Hotel, Winnipeg, on Monday and 
Tuesday, June 23 and 24. 


Monday, June 23 


9.00 a.m.—Traumatic Lesions of the Posterior 
Tarsus. 
Dr. W. B. MacKinnon, Winnipeg. 
Fusion of the Ankle Joint. 
Dr. J. A. Leo Walker, Montreal. 


Recurrent Subluxation of the Ankle. 
Dr. Geo. F. Pennal, Toronto. 
Spondylolisthesis. 
Dr, R. I. Harris, Toronto. 
Giant Cell Tumour of the Sacrum. 
Dr. L. P. Roy, Quebec. 
12.00 noon—Business Meeting—members only. 
2.00 p.m.—High Osteotomy in Femoral Neck 
Non-union. 
Dr. R. G. Townsend, Calgary. 
Observation on Methods of Pinning 
Hips. 
Dr. Beattie Martin, Regina. 
Reduction and Fixation of Femoral 
Neck Fractures Under Fluoro- 
scopie Control. 
Dr. G. H. Ryan, Winnipeg. 


Tuesday, June 24 


9.00 a.m.—Fusion of the Wrist Joint. 
Dr. A. A. Butler, Montreal. 

A Case of Spondylitis of Proved 
Etiology Treated by Strepto- 
mycin. 

Dr. Roger Gariepy, Montreal. 
Repair of Shoulder Capsule Lesion. 
Dr. D. E. Starr, Vancouver. 
Late Results in Knee Arthroplasty. 
Dr. J. E. Samson, Montreal. 

Bilateral Congenital Pseudo- 
arthrosis of Clavicles. 

Dr. J. C. Rossignol, Ottawa. 
2.00 p.m.—Early and Late Treatment of 
Slipped Femoral Epiphysis. 
Dr. Antonio Samson, Montreal, 
Dr. Leo Jarry, Montreal. 
Stabilization of the Paralytie Foot. 
Dr. Ulrie Frenette, Montreal. 

Seapular Transplant in Abductor 

Paralysis of the Shoulder. 
Dr. J. E. Bateman, Toronto. 

Patellectomy. 

Dr. H. M. Coleman, Toronto? 


ASSOCIATION NOTES 


677 


Ladies’ Program for the Annual Meeting 
in Winnipeg 
The following is the Ladies’ Program for the 


78th Annual Meeting of the Canadian Medical 
Association. 


Tuesday, June 24 


Manitoba Medical Association host to the 
Couneil of the Canadian Medieal Association 
and their wives. Main- dining room of the 
Royal Alexandra Hotel at 7.00 p.m. 


Wednesday, June 25 


8.00 p.m.—Ceremonial Meeting, Crystal Ball- 
room. 

9.00 p.m.—Reeeption, Colonial Ballroom. 

10.00 p.m.—Daneing, Crystal Ballroom. 


Thursday, June 26 


Tea—Motor Country Club, Lower Fort 
Garry, an historic spot well worth seeing. 
Seenie tour through Kildonan Park and return 
via the Red River Road. 


Friday, June 27 


Golf—Friendly games will be arranged for 
ladies attending the Convention. Should there 
be sufficient interest a tournament will take 
place on Friday morning, June 27. 


3.00 p.m.—Afternoon Tea: 
University Women’s Club, the 
former home of the late Rev. 
Charles Gordon, (Ralph Connor) 
from 3.30 p.m. until 5.30 p.m. 


Would all women doctors attending the 
Meeting of the C.M.A. please register at the 
Ladies’ registration desk. 


Health Insurance in British Columbia 
[The following editorial from the ‘‘The Bulletin of 
the Vancouver Medical Association’’, clearly sets forth 
the position of the B.C. profession with regard to the 


failure of the Health Insurance Act in that Province.— 
EDITOR. } 


The newspaper reports of the B.C. Legis- 
lature proceedings at the present session of 
the House, have contained certain exchanges 
between various members, including the Pro- 
vincial Seeretary, and the Seeretary of Eduea- 
tion, on the matter of Health Insurance: and 
there is enough inflammable material in these 
reports to rekindle at any time the whole 
matter of socialized medicine. At the same 
time, the events that are now transpiring in 
Saskatchewan with regard to the socialization 
of medicine, and the subjection of the medical 
profession of that provinee, do not tend to 
make us feel any more at ease. 

The Secretary of Education for B.C. was at- 
tacked quite severely by various members of 
the C.C.F. party, when it was announced in the 
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House that the Health Insurance Commission 
which was established some years ago, when 
the Health Insurance Act was passed, and 
which has never functioned, had been finally 
dissolved. The C.C.F. speakers said in so many 
words that the medical profession was respon- 
sible for the fact that Health Insurance is not 
now in operation. One of them said that the 
medical profession should be compelled to obey 
the law. When he was challenged to place the 
blame where it belonged, Dr. Weir refused to 
do so, but implied that his challenger knew 
quite well why Health Insurance was defeated. 

This, we take leave to say, is not good 
enough. Though he did not say so in so many 
words, we cannot but feel that Dr. Weir leaves 
the onus of the failure of the Health Insurance 
Act on our shoulders. This is not the ease. 
We say flatly, and are quite prepared to give 
chapter and verse to defend our statement, that 
the medical profession is not to blame for the 
failure of the B.C. Government to bring in a 
fair and workable act. For two mortal years 
our representatives did their best to obtain an 
equitable and just response to their representa- 
tions—and at the end of this two years, the 
Government through its negotiators had not 
yielded one inch, nor advanced in any particu- 
lar from the position which they first assumed: 
a position which, if we had consented to it, 
would have made of the medical profession a 
eollection of second or third rate practitioners, 
working their heads off for a pittance that 
would have been far below the return to which 
they are entitled by the quality and amount of 
work they do: and would have reduced the 
standard of medical practice to a very low 
level. The public, which was supposed to be 
benefited by the institution of Health Insurance, 
would have been the chief sufferers. 

But the public has never been told the facts. 
On the contrary—we have sat.supinely by and 
allowed the other side of the controversy to 
present its views unchallenged and unecontra- 
dicted by us. We cannot blame people who 
know the relief from the cost of sickness is 
necesary and urgent, and who know that it has 
not been secured, if they hold us responsible 
for the present impasse: if we do not tell them 
the truth. From personal experience, we know 
that when groups of working people and wage- 
earners have been given the real facts of the 
case, they have accepted our explanation and 
been satisfied with it. 

Let us make no mistake, however. The de- 
mand that medical service—good and complete 
medical service—be brought within the reach 
of all, is growing and must sooner or later be 
met. We know this as a profession—we agree 
with it—have said so again and again. But 
certain conditions we insist must be met. One 
cannot buy a ten-dollar pair of shoes for five 
dollars: nor could even the government enforce 
such a transaction. Similarly, you cannot buy. 





good medical service—and no other will do— 
for the price of rotten cheap work. We know 
what good medical service costs—and what 
each part of it costs—and if the Government, 
1.€., the people want it, they will have to meet 
the cost, whether by the adoption of a complete 
scheme or by a system of instalment. It is a 
business transaction, and every business trans- 
action implies that both sides must be satisfied. 

It is no good engaging in a campaign of 
abuse, and of ascribing the whole responsibility 
to the other fellow. If we are to get anywhere, 
we must, both parties must, put all their cards 
on the table and be prepared to talk business 
in a business-like way. Till then, as an organ- 
ized profession, we cannot afford to surrender 
our position. There must be none of this ask- 
ing us to try it for a year, as was done before; 
nor the suggestion of impracticable and un- 
worthy subterfuges. 

Moreover, we should be prepared, at all times, 
to justify our stand, in whatever action we 
may take—and to engage in whatever publicity 
may be necessary, to keep the public informed 
of all the facts—those stubborn things which 
were the real cause of the defeat, ten years ago, 
of an impossible Health Insurance Act—im- 
possible because it did not meet the facts of the 
situation. 


—_—_—___—_———- 


PRESIDENTIAL ADDRESS* 
C.-A. Gauthier, M.D. 


President, Quebec Division of the Canadian 
Medical Association 


The honour associated with the presidency 
of the Quebee Division of the Canadian Medical 
Association is indeed great. It also gives real 
pleasure, when one remembers the quality of 
the C.M.A. constitution and by-laws, together 
with that of the procedure which is followed 
during its deliberations. 

Nor is this presidency a task, much less a 
burden, when one knows how wise and con- 
scientious are the members of the executive 
and the chairmen of its committees. 

There is particular pleasure in the thought 
that under no circumstances whatever does the 
C.M.A. national executive ever infringe upon 
the division’s prerogatives, but, on the con- 
trary, leaves them complete power of decision. 

It is also with a feeling of joy that one notes 
how jealously the division’s executive sees to 
it that the field of action of the College of 
Physicians and Surgeons’ executive power is 
not encroached upon. 

Still another cause for rejoicing comes from 
the knowledge of a sincere desire for united 
and constructive teamwork with the Associa- 





* Delivered at the meeting of the Division, April 18, 
1947. 
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tion des Médecins de Langue Frangaise du 
Canada. 

And a feeling of noble satisfaction arises 
from the study of the C.M.A. aims: its protec- 
tion of the population’s health and the protec- 
tion of the doctor’s rights. 

Still greater satisfaction is there in the 
efforts of the Association to raise and maintain 
professional standards. 

And it is worth the purest satisfaction of all, 
both for the mind and the heart that we realize 
the nobility of the medical profession. 

As we conceive them these are indeed the 
duties and obligations of so-called organized 
medicine. They are entirely realized here. 
And, particularly in our Province, where con- 
ditions and problems have an aspect of duality 
if not an apparent complexity, we can state 
that the attainment of the aims of the C.M.A. 
is all to the honour of the foresightedness 
which was that of the founders of the Associa- 
tion: they who in 1867, in this very city, and 
at a stone’s throw from where we actually are, 
laid the foundations of the C.M.A. 

If the professional Associations have duties 
of their own, the physician too, as we may well 
imagine, has the obligation to support these 
Associations. So that it is with no small amount 
of satisfaction that we see in our Proyince 
close to 1,500 doctors members of this division 
of the C.M.A. 

One must infer that if the doctor knows that, 
as an individual, he has rights, he also knows 
that as a member of a group he has duties. 
And, in popular parlance we might say that 
1,500 doctors can’t be wrong in thus uniting 
themselves. Well then, might the others be 
wrong? Again, to use the vernacular, could 
that be the sixty-four dollar question? 

In nominating a physician from Quebec for 
the coming term of the presidency, the Quebec 
Division of the C.M.A. has meant to pay tribute 
to all the members from this City. 


Deeply moved by that gesture, I wish to 
express my hearty thanks and to add that, feel- 
ing thus greatly honoured I desire to assure 
the members of this Association of my sustained 
efforts to the best of my ability. 


$ & ® 


L’honneur que comporte la présidence de la 
division de Québee de 1’Association Médicale 
Canadienne est -bien grand. Cette présidence 
procure aussi un plaisir, quand on s’arréte 4 
considérer la qualité de la constitution et des 
réglements de 1’Association, et celle de la 
procédure suivie au cours des délibérations. 


‘Elle n’est certes pas une tache, encore moins 
un fardeau, cette présidence, quand on sait 
combien avertis et consciencieux sont les mem- 
bres de l’exécutif, tout comme les présidents 
des comités a la ligne. Mais elle procure 
plutét un sentiment de joie 4 la pensée que 


V’exéeutif national, jamais et sur quelque 
question que ce soit, ne porte atteinte aux pré- 
rogatives des divisions provinciales, mais, au 
contraire, leur remet leur entier pouvoir de 
décision. 

C’est aussi une joie que l’on ressent en 
constatant combien jalousement 1’exécutif de 
la division de Québec veille 4 ne pas enfreindre 
le champ d’action du pouvoir exécutif du 
Collége des Médecins et Chirurgiens de la 
Province de Québec. 

C’est encore une joie que de sentir chez ce 
méme exécutif, le désir sincére du travail uni 
et constructif avee l’Association des Médecins 
de Langue Francaise du Canada. C’est une 
noble satisfaction que nous procure 1’étude des 
buts de 1’Association médicale Canadienne: la 
protection de la santé de la population, et la 
protection des droits du médeein. C’est encore 
avee une satisfaction plus profonde qu’on la 
voit s’efforcer de promouvoir le maintien et le 
rehaussement du standing professionnel. Et de 
constater combien son milieu est fortement 
ancrée |’idée de la noblesse de la médecine, est 
aussi de la nature des joies pures pour le ceur 
et l’esprit. 

Nous le constatons, ce sont bien 1a les devoirs 
des Associations professionnelles; ils sont ici 
pleinement réalisés. Et cette réalisation des 
buts et devoirs de 1’Association Médicale Cana- 
dienne, particuliérement en notre Province, ot 
les conditions et les problémes prennent un 
aspect de dualité, sinon de complexité ap- 
parente, cette réalisation est tout 4 l’honneur 
de la prévoyance des fondateurs, qui en 1867, 
en cette méme Ville, s’étaient réunis 4 deux pas 
d’ici pour y fonder cette Association. 


Si les Associations professionnelles ont des 
obligations, le médecin a aussi, nour le con- 
cevons, le devoir de soutenir ces associations. 
C’est done aussi avee joie que l’on constate que, 
dans notre province, prés de 1,500 médecins 
sont membres de la division de Québee de 
1’Association Médicale Canadienne. C’est que 
le médecin sait, que s’il a des droits comme 
individu, il sait aussi qu’il a aussi des devoirs 
comme groupe. Et pour employer une para- 
phrase connue et célébre, 1,500 médecins ne 
peuvent tous se tromper en s’unissant de la 
sorte. Et les autres, se tromperaient-ils? Nous 
pouvons tout de méme nous poser la question. 

La division de Québee a voulu honorer la 
ville de Québee en lui attribuant, dans la 
personne d’un de ses médecins, la présidence 
pour le prochain terme. Sensible 4 ce geste, 
le récipiendaire ne peut faire autrement que 
de remercier, s’en déclarer trés honoré, et 
assurer les membres de cette Association de son 
dévouement dans la mesure de son possible. 
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WELCOME TO WINNIPEG 
The Hospitals 


Winnipeg doctors are well supplied with hos- 
pital facilities. Within the city or near it are 
many institutions furnished with all things 
necessary for the general and special care of 
the sick. They vary in size but all alike strive 
to exceed, rather than merely to meet, the re- 
quirements and standards of approved hospi- 
tals. Some of them have the advantage of 
being teaching hospitals and almost without 
exception they have regular clinical meetings 
which, collectively, form a continuous post- 
oraduate course for the local doctors. You 
will have an opportunity of seeing several of 
these hospitals and you will find, even in the 
smallest, evidence of that completeness and 
efficiency which make the modern hospital so 
helpful to doctor and patient alike. 

When Winnipeg was a small hamlet its‘medi- 
eal needs were few, but as settlers poured in 
by their thousands the need for doctors and 
hospitals became urgent. First to meet the 
latter need was a group of four women who 
had arrived in the adjacent settlement of St. 
Boniface in 1844. These belonged to the Order 
of Grey Nuns of Montreal. The story of their 
journey and of the hardships they endured is 
one of the epics of the West. Their first hospi- 
tal was their own home which still stands. 
Much of their work, however, was done in the 
homes of the sick, but they saw the need of 
a place where the sick could get more thorough 
care and this led them to erect a special build- 
ing as a hospital. This, the first hospital, 
accommodated four patients and it still 
stands in the shadow of the imposing group of 
buildings which form the present St. Boniface 
Hospital. 

From this humble beginning growth was 
rapid. New buildings, additions, wings, stories 
were added. Renovations and installations of 
new equipment were almost yearly events and 
so it has continued. But still there is a dearth 
of beds. The section used by the nurses was 
turned over to house more patients and a large 
nurses’ home was built. A separate building 
was erected for the interns so that their 
quarters might be used for patients. In spite 
of this there is not enough accommodation for 
those who wish it. St. Boniface is a teaching 
hospital. 

While the Grey Nuns were building their 
first small hospital a group of business men in 
Winnipeg set about laying plans for a hospital 
in the new city. They secured a house which 
soon proved to be too small for their needs. 
For the next fifteen years the hospital was 
moved from site to site before the first of the 
present buildings was erected. Although 
Winnipeg was a frontier town there were 
among its doctors men of ability, training and 
experience as well as of vision. Some of these 


had first hand experience with the revolution- 
ary methods of Lister and all were his disciples. 
These kept the new hospital modern. Operat- 
ing rooms, the most up-to-date of their kind, 
were added and attached to them was a special 
surgical wing for the better care of surgical 
eases. For several years Winnipeg was a 
man’s town. If hospital admissions can be 
taken as a guide there were ten men to one 
woman, but the ladies did not let the ratio so 
remain. It was not very long before there was 
a demand for a maternity wing and with the 
increase of patients of both sexes quarters had 
to be built to house the growing staff of nurses. 
The General Hospital grew with the city. Its 
close association with the Medical Sehool both 
in space and in work kept the quality of its 
service at top level. It is the principal teaching 
hospital. In 1910 a Social Service Department 
was organized—the first of its kind in the 
Dominion. In 1919 a psychopathic ward was 
erected in the hospital grounds. In size it is 
second only to Deer Lodge Hospital. 


Third in point of time as well as in size is 
the Misericordia Hospital. This was founded 
in 1898 by a Montreal Order of Nuns—Les 
Sceurs de Misericorde. Their work lay with 
unmarried mothers and orphaned children. In 
1916 the Sisters decided to expand their scope 
and since then have conducted a well equipped 
and highly efficient general hospital. All of the 
already established hospitals had accommoda- 
tion for children but infant mortality was so 
high that it was felt desirable to build a hos- 
pital exclusively for children. The charitable 
women who conceived the idea asked them- 
selves where in the city death struck oftenest 
and there they built their hospital. In those 
days three children out of ten were doomed 
never to see their first birthday. In 1909 the 
nucleus of the present Children’s Hospital was 
built. On opening day a full staff of doctors 
were on hand to greet the solitary patient, but 
by the year’s end more than 500 sick children 
had been treated. Over the years the building 
has been enlarged and its services extended. 
The large out-patient department is equipped 
for research as well as for care. Not only the 
bodies but also the minds of the patients are 
brought into a state of health. In 1925 an 
annex was built as the Shriners’ Hospital for 
Crippled Children. This is a teaching hospital. 

With the pioneers came the Salvation Army. 
They had no hospital then but from the time 
of their arrival it was the practice of its 
officers to take the sick and homeless into their 
own homes. A branch of this service dealt with 
unmarried mothers and in order to give these 
unfortunates better care a house was used as 
a hospital. After several migrations a special 
building was erected as a hospital. The atten- 
tion and service were so good that many 
married women expressed a desire to be con- 
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fined there, so many in fact that the hospital 
had to be greatly enlarged. As Army personnel 
were also cared for in Grace Hospital other 
departments were added until now a complete 
and thoroughly up-to-date general service is 
offered. This hospital is used for the teaching 
of obstetrics. 

Victoria Hospital is the outgrowth of a large 
obstetrical practice. Its founder—Dr. Thomas 
Beath—built his first hospital early in the 
century and in 1912 erected a larger building 
on the present site. Inerease in patronage, 
increase in size and inerease in seope followed 
naturally. Now Victoria Hospital is a popular 
and well equipped general hospital. 

In the early days epidemics were frequent 
and severe. The first isolation hospital in 
Winnipeg was set in the grounds of the General 
Hospital. In St. Boniface, St. Roch’s Hospital 
served a similar purpose. In 1912 the King 
Edward Memorial Hospital was built for cases 
of tubereulosis and two years later on the 
same grounds a large hospital—the King 
George—was erected to house eases of infec- 
tious disease. Also in the same neighbourhood 
is the smallpox annex. These three hospitals 
belong to the City of Winnipeg. By giving 
free attention to the patients, hospitalization 
of infectious cases is encouraged and the well 
protected from the sick. These institutions are 
important teaching hospitals. 

The largest hospital in the district is among 
the newest. In 1916 an o!d but pleasantly 
situated hotel was purchased as a convalescent 
home for officers. In 1919 it was enlarged and 
converted into a Veterans’ Hospital. Nine 
years later it was more than doubled in size. 
During the recent war and sinee its conclusion 
new building has inereased its eapacity to 1,100 
beds. Some of its services have been made 
available to civilians and its excellently fur- 
nished laboratories are used for research as 
well as for care. The wealth of material it con- 
tains makes it valuable as a teaching hospital. 

The North End of the city is served by St. 
Joseph’s Hospital. This began as a private 
general hospital but was purchased in 1923 by 
a Toronto Sisterhood, the Sisters of St. Joseph. 
Within a few years the building was more than 
doubled in size and equipped with all the 
facilities needful for the modern eare of the 
sick. The efficient service rendered by the 
Sisters has made the institution popular with 
the profession ‘that plans are being laid for 
further extension. 

Coneordia Hospital was founded in 1928 by 
the Mennonites of Manitoba. The present 
building was formerly a Hydropathie Sani- 
tarium and was purehased in 1934. The 
purpose of the hospital was to supply free hos- 
pital and medical care to the members of the 
Mennonite groups who own it, but in these days 
of bed shortage the governors of the hospital 
have opened their wards to non-Mennonite*pa- 


tients. The necessary equipment of a general 
hospital has been installed and each year sees 
an increasing patronage by profession and 
publie. 

In 1931 the St. Boniface Sanitarium was 
opened for the care of tuberculosis patients. 
It is a large completely modern building and 
its staff is very active in the control and treat- 
ment of tuberculosis. It is a teaching hospital. 
Another institution for the control of tuber- 
culosis is the Central Clinie which is near the 
Winnipeg General Hospital. It is essentially 
a diagnostic clinic but there are beds for pa- 
tients under observation. 

Although it is not a hospital the Cancer 
Institute deserves mention. It is the central 
controlling headquarters for Manitoba’s fight 
against ecaneer. Its functions are to educate 
the public and to assist the profession in the 
matter of biopsies, radium service and x-ray 
service. It provides an adequate follow-up 
system and directs and engages in research. 

Some of the hospitals maintain out-patient 
departments but there is one out-patient clinic 
with no wards attached. This is the Mount 
Carmel Clinic. It is situated in a district where 
hospital facilities are few. It is well equipped 
and staffed. 

The dearth of beds and of nurses has given 
added importance to two important organiza- 
tions. Oldest of these is the ancient Order of 
St. John of Jerusalem. Its nursing sisters are 
to be found in nearly all of the hospitals acting 
as aides to the regular nurses, its ancient and 
honourable insignia still bringing comfort and 
help to those in neéd of them. The other 
organization is the Victorian Order of Nurses. 
The young women who wear its uniform are a 
veritable godsend to those doctors and patients 
who eannot find hospital accommodation. Their 
skill and care makes it possible to discharge 
hospital cases earlier and makes home care 
more satisfactory when hospitalization is not 
possible. As it exists in Winnipeg the Victorian 
Order has incorporated in it the Margaret Seott 
Mission which was founded and supported by 
a charitable lady who expressed her pity for 
the poor by nursing them in their homes. 
These nurses are not alone valuable as attend- 
ants but also as instructors for the education 
of their charges in the matter of health is one 
of their missions. 

The sick are won back to health in the hos- 
pitals but behind them stands the medical 
school in which most of our doctors have 
learned their craft. The College was founded 
in 1883 by a group of enthusiastic and well 
trained men. From the beginning the standard 
set was high. At that time the average length 
of the course was two years of three or four 
months each with the second year a repetition 
of the first. Columbia had just embarked upon 
the experiment of a three year course but again 
with each year a repetition of the first. The 
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first class graduated from Manitoba Medical 
School in 1886 and its members were probably 
as well trained as, if not better trained than, 


any of their American contemporaries. This 
high standard has been maintained. Thus Col- 


lege and hospitals continue to place at the 
disposal of the sick all the growing armamen- 
tarium of weapons against disease. Together 
they work to keep every doctor abreast of the 
times. Together they are constantly extending 
their scope and usefulness. Both are a souree 
of pride to the profession and the hospitals, 
which are the better known to the public and 
are a source of comfort to patients who recog- 
nize their excellence. 


MEDICAL SOCIETIES 


The Canadian Otolaryngological Society 


The Canadian Otolaryngological Society announce 
the following program of their meeting, which will be 
held at Minaki Lodge, Ontario, June 23 and 24. 


Monday Morning, June 23 
Business Meeting. 
Presidential Address—Dr. G. E. Hodge, Montreal, Que. 
Nasal Deformities, Congenital and Acquired: Methods 
of Treatment, Dr. Gordon B. New, Mayo Clinic, 
Rochester, Minn. (by invitation). 


Monday Afternoon 


1. The Problems of Postgraduate Teaching of Oto- 
laryngology in Canada, Dr. P. E. Ireland, 
Toronto, Ont. 

Discussion—Dr. G. E. Hodge, Montreal, Que. 
Dr. Jules Brahy, Montreal, Que. 

. (Tentative title) Some Observations on Radio- 
graphy of the Sinuses, Dr. A. E. Childe, Winni- 
peg, Man. 

Discussion—Dr. K. O. Hutchinson, Montreal, Que. 
Dr. A. L. Crewson, Cornwall, Ont. 
3. Examination of the Hard of Hearing (Preliminary 
Report), Dr. E. E. Scharfe, Dr. G. E. Hodge and 
Dr. T. Cadman, Montreal, Que. 
Discussion—Dr. D. E. S. Wishart, Toronto, Ont. 
Dr. V. R. Lapp, Hamilton, Ont. 

4. Clinical Observations on the Movement of Nasal 
Cilia, Dr. G. E. Tremble, Montreal, Que. 
Discussion—Dr. Howard McCart, Toronto, Ont. 

Dr. M. R. Levey, Edmonton, Alta. 


Tuesday Morning, June 24 
1. Audible or Objective Tinnitus, Dr. H. W. Schwartz, 
Halifax, N.S. 
Discussion—Dr. D. E. 8. Wishart, Toronto, Ont. 
Dr. T. J. Haughton, Regina, Sask. 
. The Indications and the Results of Eight Years’ 
Experience in the Fenestration Operation, Dr. 
J. A. Sullivan, Dr. McAskile, aand Mr. W. E. 
Hodges, Toronto, Ont. 
Discussion—Dr, E. E. Scharfe, Montreal, Que. 
Dr. P. E. Ireland, Toronto, Ont. 

3. Pentothal Anesthesia in Tonsillectomy, Dr. J. K. M. 
Dickie, Ottawa, Ont. 

Discussion—Dr. F. A. Macneil, Winnipeg, Man. 
Dr. R. T. Hayes, Saint John, N.B. 

4. Indications for, and Observations of, Thirty Years 
of Radical Mastoid Surgery, Dr. E. J. Washing- 
ton, Winnipeg, Man. 

Discussion—Dr. G. E. Tremble, Montreal, Que. 
Dr. R. H. Stoddard, Halifax, N.S. 
Meeting adjourns Tuesday noon. 


Lm) 


i) 


Defence Medical Association of Canada 
M.D. No. 4 Branch 


The Military District No. 4 Branch of the Defence 
Medical Association of Canada held a meeting in the 
Conference Room of the new R.C.A.M.C. Quarters, at 
3544 Peel St., Montreal, on Thursday, March 27, 1947. 
The new Armoury, known as Ross House, is a very im- 
pressive building which features a well appointed 
Officers’ Mess and amenities for the comfort of the 
troops. 

Major-General C. P. Fenwick, President of the M.D. 
No. 4 Branch, was in the chair. There were 60 members 
present, of a total membership of 110, which is a 
representative group of all three of the Medical Services 
of the Armed Forces. Reports of the delegates to the 
Ottawa Conference were reviewed and discussed. The 
main business of this meeting was the discussion of and 
recommendations on the advisability of amalgamating 
the Medical Services for the three Forces. 

The meeting adjourned after the Chairman had 
expressed the appreciation of the Association to the 
Military Authorities for the use of the new building. 
Members were granted the privileges of the Officer’s 
Mess for the evening, and the meeting was pronounced 
a large success by all present. : 





London Academy of Medicine 


The London Academy of Medicine held its Annual 
Academy Day on April 23. The guest speakers were 
Dr. W. G. Maddock and Dr. P. 8. Rhoads, of Chicago. 
In the forenoon Dr. Rhoads conducted a theatre clinic 
on medical cases and Dr. Maddock conducted a similar 
presentation of problems in surgical diagnosis. In the 
afternoon session Dr. Maddock lectured on ‘‘Treat- 
ment of Carcinoma of the Colon with Preservation of 
the Sphincters’’. Dr. Rhoads gave an address on 
‘*Management of the Various Pneumonias’’. The 
visitors provided a most interesting and profitable 
program. The audience was large and appreciative. 
The annual dinner of the Academy was held at the 
Highland Golf Club and brought a happy ending to a 
successful year of activity in the Academy. 





Moose Jaw and District Medical Society 


Moose Jaw and District Medical Society have elected 
their new officers as follows: Immediate Past President, 
Dr. L. G. Bray, President, Dr. E. R. Stewardson, 
Secretary, Dr. H. R. McIntyre. 





Prince Albert and District Medical Society 


The. annual meeting of the Prince Albert and District 
Medical Society elected the following officers to their 
1947 term: Dr. H. A. L. Reid, now of Toronto, as 
Honorary President, Dr. D. P. Miller, President; Dr. C. H. 
Andrews, 1st Vice-president; Dr. R. M. Lattey of Birch 
Hills, 2nd Vice-president; Dr. H. H. Hall, Secretary- 
treasurer; Executive committee, Drs. J. H. Schropp of 
Cudworth, J. B. Legault of Domremy, E. A. Frejd of 
Prince Albert, and P. J. Rich of Prince Albert. 





Quebec Division of the Canadian Medical 
Association 


The annual meeting of this Division was held in 
Quebee City April 18 and 19, 1947. The attendance 
was excellent, and an exceedingly interesting and 
pleasant program was carried out. 

The following officers were installed: President—Dr. 
C. A. Gauthier; President elect—Dr. M. Stalker; Honor- 
ary Treasurer—Dr. W. de M. Scriver; Honorary Secre- 
tary—Dr. G. W. Halpenny; Chairman of Executive— 
Dr. E. 8. Mills. 
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The following chairmen of standing committees are 
continuing in office without change: Committee on 
Archives—Dr. W. W. Francis; Committee on Maternal 
Welfare—-Dr. J. R. Fraser; Post Graduate Committee— 
Dr. W. J. McNally; Committee on Nutrition—Dr. H. 
Nadeau; Committee on Legislation—Dr. W. H. Delaney ; 
Committee on Ethics—Dr. F. S. Patch; Committee on 
Economics—Dr. R. Vance Ward; Committee on Cancer— 
Dr. C. B. Peirce, Dr. L. Berger—co-chairman; Com- 
mittee on Constitution and By-Laws—Dr. L. Gérin- 
_Lajoie; Committee on Membership—Dr. Jean Saucier; 
Committee on Public Health—Dr. A. Groulx. 





Regina and District Medical Society 


At the last regular monthly meeting of the Regina 
and District Medical Society, March 28, 1947, the 
Society was addressed by Dr. H. H. Hepburn of the 
Neurosurgical staff of the University of Alberta. Dr. 
Hepburn spoke on low back pain with special reference 
to extruded intervertebral discs, giving his own im- 


pression as to cause, symptoms and the surgical 
approach, 





St. Francis Valley Medical Society 


The last monthly meeting of the St. Francis Valley 
Medical Society was held on April 24, 1947. This meet- 
ing was of particular interest in view of the special 
speakers whom we had, namely, Dr. A. E. Moll of 
Montreal, who gave a very interesting discourse on 
‘*Psychiatric Treatment in General Practice’’. This 
subject was covered very thoroughly and at the same 
time many points of practical value were given to those 
in general practice. 

Dr. D. MacKenzie discussed ‘‘ Diseases of the Liver 
and Gall Bladder from a surgical point of view’’. Dr. 
J. Olivier presented a pathological discussion of ‘‘ Cystic 
Diseases of the Breast’’. A film was also shown present- 
ing the modern treatment of anwmias. Those present 
felt that this meeting was very profitable. 





La société médicale des hépitaux universitaires 
de Québec 


Société médicale des hépitaux universitaires de 


Québec vendredi, le 21 mars 1947, & la Créche Saint- 
Vincent-de-Paul. 


JUMELLES' BIVITELLINES DONT UNE 
Euclide Deschéne. 


MONGOLIENNE.— 


Quand le mongolisme apparait chez des jumeaux 
de sexe différent (dizygotes) un seul est affecté. 
Quand le mongolisme apparait chez des jumeaux de 
méme sexe, mais nettement bivitellins (dizygotes), un 
seul est affecté. ° Notre observation personnelle se 
rapporte a ce cas. En effet, il s’agit de deux jumelles 
bivitellines de seize mois dont une est mongolienne et 
l’autre normale. Quand le mongolisme apparait chez 
des jumeaux univitellins ou mieux monozygotes, les 
deux sont atteints. Le mongolisme survient rirement 
plus d’une fois dans la méme famille. Plusieurs hypo- 
théses pathogéniques ont été préconisées. La théorie 
germinale est la plus acceptée—aveec comme causes 
prédisposantes: Maladie chronique des  géniteurs, 
misére physiologique, souffrances morales, Age physio- 
logique avancé de la mére, 


SURDITE SECONDAIRE AUX OREILLONS.—F, Letarte. 


Les oreillons désignent une infection généralement 
bénigne quand elle se localise aux glandes salivaires. 
Le pronostic est réservé dans les accidents encéphali- 
tiques qui paralysent des nerfs craniens, ]’auditif dans 
le cas de la présente communication. Les statistiques 
américaines basées sur des examens audiométriques 
mentionnent une fréquence de 2 & 6%. Les complica- 
tions méningées sont toujours marquées par une 


lymphocytose céphalo-rachidienne, mais sans séquelles 
graves. Les paralysies sont moins fréquentes, mais 
plus sérieuses; elles sont parcellaires. La paralysie de 
l’auditif cause une surdité mixte, le plus souvent 
définitive et unilatérale dans les trois quarts des cas. 
Le labyrinthe acoustique est généralement détruit et 
le labyrinthe statique est rarement endommagé de 
facon permanente. 

Deux observations sont présentées avec audiogram- 
mes et autres examens acoumétriques. Ces deux cas 
ont manifesté une surdité acquise, unilatérale et 
définitive. 


THROMBOSE DES VEINES RENALES ET INFARCTUS DUREIN. 
COMPLICATIONS DES DIARRHEES TOXIQUES DES NOUV- 
EAUX-NES.—D. Lapointe. 


Trois observations de thrombose rénale, complica- 
tions de la diarrhée toxique, sont rapportées. Ces 
malades ont démontré une fois de plus, la difficulté 
du diagnostic de cette complication pendant la vie, & 
cause de l’absence de symptémes précis chez deux 
d’entre eux. C’est 4 l’autopsie que le diagnostic se 
fait le plus souvent. Quant a la pathogénie de ces 
accidents, elle n’est guére plus précise que les 
symptémes. 





Toronto Academy of Medicine 


At a meeting of the combined sections of Pediatrics 
and Preventive Medicine and Hygiene on April 17, Dr. 
C. E. VanRooyen, professor of Virus Infection at the 
Toronto School of Hygiene, formerly of the University of 
Edinburgh, spoke on ‘‘ Recent Developments in the Study 
of Virus Infections’’. He described rickettsialpox which 
is characterized by macular, papular, vesicular lesions; 
it is transmitted by bites of a mite living on a mouse. 
Cases have recently occurred in New York boarding 
houses where mites occasionally bit the inmates. Diag- 
nosis is made by complement fixation tests using two 
specimens of blood, one taken early and the other late 
in the disease. 

He mentioned Q fever, another virus disease trans- 
mitted by rickettsia. The patient has a high fever like 
typhoid and lobar pneumonia, the lungs show x-ray 
changes. Rickettsia were isolated from troops in Italy 
and Greece who had ‘‘Balkan Fever’’. Questions un- 
answered are: how often is it the cause of lung disease? 
What is its relation to primary atypical pneumonia? 
The cold seroagglutinin test is not always reliable. 
These cases are hard to find, only the alert man will 
pick them up. 

Dr. VanRooyen said that rubella as a cause of con- 
genital malformations in infants is a most destructive 
disease if the growing literature is correct. Rubella in 
the pregnant woman has apparently resulted in con- 
genital heart disease, hypospadias, eye disease and deaf- 
ness. Rubella is dangerous for women in early preg- 
nancy. Some favour termination of pregnancy if it is 
less than four months. The whole problem demands 
eareful study. 

He discussed acute mesenteric lymphadenitis. The 
symptoms are like acute appendicitis in children. Glands 
in the mesentery are enlarged, and it clears up sponta- 
neously. Tuberculosis and Hodgkin’s disease have been 
looked for and not found in these children. By the 
process of exclusion it is assumed to be a virus disease. 

He raised the question of whether infective hepatitis 
and serum jaundice are two different diseases. Infec- 
tive hepatitis has a 15 to 30 day incubation period, 
when the patient is cured the virus disappears. Serum 
jaundice has a 30 to 90 day incubation period. After 
one attack the patient’s blood may be icterogenic, that 
is, if used as a blood donation it may produce jaundice 
in the recipient. This means that a virus disease can 
be carried by a normal person. 

Anti-viral substances present a difficult problem. 
Many chemicals and antibiotics have been used with no 
effect. Therapy effective in laboratory animals may not 
be effective in humans. An example of this was V 147 








684 


MEDICAL SOCIETIES 


Canad. M.A. J. 
June 1947, vol. 56 








and V 186 which worked well on mice infections and 
were failures im man. 

Photographs of viruses were shown magnified 100,000 
times, taken in the Department of Physics with the 
electron microscope. They were in even rows side by 
side, circular in shape, all the same size; there was no 
sign of cell division or of viruses in a youthful stage. 
The question is, how do they reproduce? 

‘“‘The Use of Penicillin in Oil and Beeswax’’ in the 
treatment of a series of cases of gonorrhea was de- 
scribed by Dr. Freda Fraser and Dr. Lillian Lome. 
They used a single dose of calcium penicillin in bees- 
wax. As a test of cure they demanded six negative 
smears and cultures, using this standard they got 67.7% 
eures. Some clinics ask for only three negative smears 
and cultures. They noticed that cases which failed to 
clear with sulfathiazole failed with more sulfathiazole 
but a failure with penicillin is usually cleared up with 
more penicillin. The patients belonged to a young age 
group (17 to 23) and were difficult to follow. 

Dr. Donald Fraser spoke on ‘‘ Multiple Antigens’’. 
He does not care for the term but considers mixed 
vaccines no better. TAB was used as a multiple antigen 
in 1916. In 1923 detoxification of diphtheria toxin was 
done, the detoxification of tetanus toxin followed. In 
1926 Ramon used Para A and Para B, tetanus and 
diphtheria toxoid as a multiple antigen. In 1940 when 
TABT was first used in the Canadian Army anaphy- 
lactic reactions occurred. It was decided to change 
the media to that used by Ramon, and since that was 
done no anaphylactic reactions have occurred. After 
V-J Day, blood was taken from 1,095 men who had been 
treated with TABT, this was titrated for tetanus anti- 
toxin, 99.5% showed enough antitoxin to protect 
against tetanus, the five who lacked sufficient antitoxin 
had not had the required number of doses. Of 5,300 
Canadian battle casualties none died of tetanus, one 
ease occurred in the Air Force following an accident. 
There were no tetanus deaths in U.S.A. Forces. Booster 
doses are essential. If a patient who has had tetanus 
toxoid is exposed to tetanus infection a booster dose of 
toxoid gives him more protection than tetanus antitoxin. 

Dr. Nelles Silverthorne spoke on the National Educa- 
tion Program. He said that the Department of National 
Health tries to educate the public about the necessity 
of immunization by radio, by posters and by speeches. 
In spite of their efforts in 1945 Canada had 5 eases of 
smallpox, 2,786 cases of diphtheria with 270 deaths. It 
is estimated that 25,000 children in Toronto have not 


been given toxoid. LILLIAN A, CHASE 


Toronto East Medical Association 


The Toronto East Medical Association presented The 
Canadian Mastersingers under Conductor Mr. Poul Bai 
in a two-night performance in Northern Vocational 
Auditorium on April 16 and 17. This talented group, 
attired in native costumes presented in English, Pagliacci 
and Cavalleria Rusticana. They were enthusiastically 
received by over 2,000 patrons. As guest artist, Robert 
Graham, noted Canadian violinist, charmed the audiences 
with several selections and encores. He was accompanied 
on the piano by his mother, Mrs. Kingsley Graham. 
Robert Graham is a fifth year medical student at Univer- 
sity of Toronto, but has found time to be a guest artist 
with the Toronto Symphony, Chatauqua and Duluth 
Symphony Orchestras. 

The proceeds were donated to the Toronto East 
General Hospital in aid of the 330-bed extension which 
will be started shortly. 


Report of the Third Session of the Interim 
Commission of the World Health Organization 
Held in Geneva, March 31 to April 11, 1947 

The Canadian delegates were: Dr. G. D. W. Cameron, 


Deputy Minister of National Health, Ottawa; Dr. A. 
Melanson, Chief Health Officer, New Brunswick; Dr. 


T. C. Routley, General Secretary, Canadian Medical 
Association. 

Eighteen nations are represented on the Interim Com- 
mission, and delegates were present from all but one. 
The Agenda was a fairly heavy one. Among the more 
important items were the following: 

A progress report from the Secretariat which indicated 
that a tremendous amount of work had been done. by 
the staff in developing the organization in various parts 
of the world. 

Ratifications: Reference to previous reports reveals 
that the first Plenary Session of the World Health 
Organization is to be heid not later than six months 
following the ratification of the Constitution by 26 
nations. In this connection, the following is reported: . 

Ratifications received: China, United Kingdom, 
Canada, Iran, New Zealand, Syria, Liberia. Ratifica- 
tions in progress: Italy, The Netherlands, Switzerland, 
making a total of 10. 

Recent signatures awaiting ratification: Sweden and 
Hungary. 

Other ratifications in progress: reported as shortly to 
be received, 8; expected in April, 2; expected in May, 3; 
expected in August, 1. 

Nations reporting definite progress to date but 
ratification not complete, 15; Nations from whom no 
report has yet been received regarding ratification, 25. 

From the foregoing, it will be revealed that 10 ratifi- 
eations are now in hand with 29 on the way. 


First Plenary Session.—Considerable discussion took 
place with regard to the time and place of the first 
Plenary Session. Assuming that the necessary ratifica- 
tions will be in hand by midsummer, the World Health 
Organization will most likely convene towards the end of 
this year or early in 1948. While no definite decision 
was made as to time or place, it would not be improper 
to state that the location would appear to have narrowed 
down to one of three locations, namely, Europe, United 
States or Brazil. A definite decision will be taken at 
the fourth session of the Commission. 


Permanent location of World Health Organization.— 
Canada is a member of a six-nation committee set up 
to study and report upon this important question. The 
Committee has already received many arguments with 
respect to location. One school of thought believes that 
the organization should be centred somewhere in Europe, 
thereby being closer to the area said to be most in need 
of the World Health Organization’s services. Another 
group are strongly of the opinion that the World Health 
Organization should be located at or near the head- 
quarters of the United Nations; and, furthermore, that 
there are definite advantages in setting up the permanent 
headquarters in the Western Hemisphere. The Com- 
mittee is continuing its studies, inviting the nations to 
put forward any suggestions or recommendations they 
may have; and the commission hopes to be prepared to 
make a recommendation to the first Plenary Session of 
the World Health Organization. 


Relations with other bodies—One of the largest 
problems concerning the World Health Organization is 
involved in establishing satisfactory relations with a 
number of other bodies, including the United Nations, 
UNESCO, UNRRA, Pan-American Sanitary Bureau, 
Food and Agriculture Organization, International Labour 
and the various non-Governmental and Professional 
Organizations which are concerned in matters of health. 
It can be reported that, in all these matters, satisfactory 
progress is being made. The World Health Organiza- 
tion has already assumed the health obligations of the 
Office International d’Hygiene Publique, the health 
division of the old League of Nations, and UNRRA. The 
Pan-American Sanitary Bureau which has been operat- 
ing in the Americas for 40 years (and in the opinion 
of the South American countries, very successfully) 
shows no disposition to hurry its integration with the 
World Health Organization. Some members feel that 
the culmination of this relationship is progressing rather 
slowly in that the New York Conference in 1946 clearly 
indicated that there must be one World Health Organiza- 
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tion and that it must ‘include all parts of the world. 
The Pan-American Sanitary Bureau is not disposed to 
vacate its field and hand over all its obligations to the 
W.H.O. until and unless it is very clear to them that 
the W.H.O. is well qualified to assume such responsi- 
bilities. A number of bilateral conferences have been 
held and are to continue looking to the happy and 
harmonious consummation of complete integration. 

Field services.—Considerable progress has already 
been made in establishing field services to meet urgent 
health needs. Particularly is this so in devastated areas 
of Europe and in some parts of the far East. Experts 
in the field of malaria, yellow fever and communicable 
diseases have been appointed to begin surveys and 
provide help where badly needed. 

Sanitary conventions.—This will be one of the im- 
portant fields for W.H.O. ‘World-wide travel having 
been so greatly augmented and accelerated, has tended 
to definitely increase the need for well conceived and 
actively controlled sanitary conventions. This is a very 
large problem demanding careful consideration and 
delineation. Definite progress was made in this field. 

Nomenclature of diseases and causes of death.—The 
International Committee which held its session in Ottawa 
during the winter reported considerable progress in con- 
nection with this subject. The nomenclature which will 
be accepted throughout the world will greatly facilitate 
the handling of morbidity and mortality statistics and 
serve other useful purposes. 

Technical services.—Considerable discussion took 
place with regard to library and reference material. 
Forms of registries which will be available for public 
information will require much care in their preparation. 
This is a field which, if properly developed, will be of 
service to all nations. 

Financial matters—As might be expected, consider- 
able time was devoted to discussing a budget for the 
World Health Organization for the ensuing year. It was 
decided to recommend that a sum approximating $5,000,- 
000 be made available to the Organization for the year 
1948. It was considered that this is a minimum sum to 
request if the Organization is to tackle properly the 
world health problems which appear to demand attention 
at this time. 

Next meeting of the commission.—It was agreed that 
the fourth session of the Commission will be held in 
Geneva during the first two weeks of September, 1947. 


SUMMARY 


The two weeks’ deliberations of the third session of 
the Commission might be regarded as structural dis- 
cussions, all of which were necessary in the building up 
of a new international agency of such wide scope and im- 
portance as a World Health Organization. The spirit 
of friendliness, understanding and mutual good-will 
which has been established among the member delegates 
of the Commission isa striking testimony to the ability 
of the nations of the World to get together on problems 
of mutual interest and concern. It is a privilege, indeed, 
to work on this Commission with such a fine group of 
people from all corners of the world; and it is not 
improper to single out for a word of special commenda- 
tion of the Executive Secretary, Dr. Brock Chisholm, 
who is efficiently handling a very large problem with a 
very small staff. 


‘World Medical Association 


The third session of the Organization Committee of 
the World Medical Association was held in London on 
April 14 and 15, 1947. Those in attendance were: 
Dr. T. C. Routley (Chairman), Canada; Dr. P. Glorieux, 
Belgium; Dr. D. Knutson, Sweden; Dr. O. Leuch, 
Switzerland; Dr. J. A. Pridham, Great Britain; Dr. 
L. G. Tornel, Spain; Dr. A. Zahor, Czechoslovakia; 
Dr. Louis Bauer, United States; Dr. Elmer Henderson, 
United States; Dr. P. Cibrie, France, and Dr. Charles 
Hill, Great Britain,. Joint Secretaries. 


Regrets at inability to attend were received from 
the Vice-chairman, Dr. F. Decourt of France and Dr. 
I. Shawki Bey of Egypt. 


CONSTITUTION AND BY-LAWS 


The main task of the Committee has been the 
preparation of the draft Constitution. The major 
part of the two days was given over to a clause by 
clause consideration of this document. The Committee 
believes that the Articles and By-Laws which have 
been prepared will commend themselves to the As- 
sembly with perhaps minor modifications and amend- 
ments which will no doubt be offered. 


THE FIRST MEETING 


It was agreed to hold the first meeting of the World 
Medical Association in Paris on September 17 to 20, 
1947, inclusive. In addition to extending invitations 
to the 32 founder Associations, approximately thirty 
national medical associations will be invited to send 
delegates and alternates to this meeting. It is antici- 
pated that the first two days will be devoted to a 
consideration of the Constitution and By-Laws. When 
this is accomplished, the World Medical Association 
will be officially established and will proceed forthwith 
to elect its officers and council and consider its pro- 
gram for the ensuing year. 


SUBSCRIPTIONS 


A lengthy discussion took place with respect to 
the annual subscription. Your Committee recognizes 
that a number of the smaller associations, many of 
which were adversely affected by the war, would find 
it difficult to meet a large subscription. On the other 
hand, it is recognized that, if the World Medical 
Association is to perform useful and appropriate func- 
tions, it must have sufficient funds to do so. It is 
hoped that the financial obligation will not be a burden 
upon any of the member bodies. 


SECRETARIAT 


During the year of organization, secretarial services 
have been provided jointly by the British Medical 
Association and the French Federation, through the 
kind services of Dr. Hill and Dr. Cibrie. These two 
officers and the bodies they represent are quite pre- 
pared to continue to serve the Association so long as 
it is understood that, as soon as may be convenient, 
the Association will establish a single secretariat on 
a full time basis. No doubt this will be one of the 
important items to be considered at the first annual 
meeting. 


MEMBERSHIP 


Of the thirty-two founder Associations, membership 
has already been completed by the following: 
Australia, Federal Council of the B.M.A. in Aus- 
tralia; Austria, Oesterreichische Aerzte Kemmertag; 
Belgium, Federation Medicale Belge; Canada, Cana- 
dian Medical Association; Czechoslovakia, Czecho- 
slovak Medical Association; Denmark, Den Almin- 
delige Danske Laegeforening; Eire, Medical Associa- 
tion of Eire; France, La Confederation des Syndicats 
Medicaux Francais; Great Britain, British Medical 


Association; Hungary, Orszagos Kozegeszegugyi 
Tanacs; Netherlands, Nederlandsche Maatschappij 
Tot Bevordering der Geneeskunst; Norway, Dan 


Norske Laegeforening; Palestine, Palestine Jewish 
Medical Association; Portugal, Ordem dos Medicos; 
Spain, General Council of Colleges of Spanish Doctors; 
Sweden, Swedish Medical Association; Switzerland, 
Federation des Medecins Suisses; United States of 
America, American Medical Association. 

Inquiries have been received from many organiza- 
tions, including seventeen countries in the Pan Ameri- 
can group, and it is hoped that, by the time the 
General Assembly convenes in September, requests for 
membership may have been received from most of 


“them. 
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INVITATIONS FOR FUTURE MEETINGS 


The Committee had before it invitations from 
Czechoslovakia, Spain, the United States and Canada 
for the 1948 Annual Meeting. After very careful con- 
sideration the Committee unanimously agreed to recom- 
mend that the 1948 annual meeting be held in either 
Prague or Madrid. 


RELATIONSHIP WITH OTHER BODIES 


Dr. Cibrie reported on his attendance at the plenary 
session of U.N.E.S.C.O. which took place in Paris in 
November and December last. The Committee was 
glad to be advised that U.N.E.S.C.O. desires to enjoy 
the closest friendly relations with the World Medical 
Association and will be glad to render our Association 
any assistance within its power. 


DISSOLUTION OF A.P.I.M. 


The Committee was advised that arrangements had 
been made for the dissolution of A.P.I.M. with effect 
from June 15, 1947. The Committee placed on record 
its keen appreciation of the generous action of the 
A.P.I.M., the predecessor of the World Medical As- 
sociation, and heartily welcomed the old body into the 
new. 


PUBLICATION OF A JOURNAL 


The Committee proposes to recommend to the Gen- 
eral Assembly that a Journal be produced as quickly 
as possible, the first issue being largely in the nature 
of a propaganda effort. The Journal will be published 
in the English and French languages. 


Wark CRIMES 


The Committee was advised that the British Medi- 
eal Association is preparing and intends to submit to 
the General Assembly for consideration, a statement 
on the profession’s attitude towards war crimes. 


BOOKLET ON NUTRITION 


The Committee was advised that the Committees on 
Nutrition of the A.M.A. and C.M.A. had collaborated 
in the production of an illustrated booklet on Nutri- 
tion. Subsequently the Committee was assisted by Lord 
Horder, Chairman of the Food Committee of the 
United Nations. This joint committee is prepared to 
make available to the World Medical Association 
500,000 copies of the booklet printed the appropriate 
languages for distribution to every Doctor in the 
world. The Joint Committee further advised that 
gift funds in the amount of $100,000 were available 
to the World Medical Association for the publication 
and distribution of these booklets. The Committee 
gratefully accepted the offer and appointed a special 
committee consisting of the Chairman, Dr. Bauer and 
Dr. Henderson to represent the W.M.A. in arranging 
the details of distribution. 


QUESTIONNAIRE 
The Committee approved a Questionnaire to be sent 
to all national medical associations. It is hoped that 
the replies which may be received will provide useful 
information to all member associations. 
AMERICAN MEDICAL ASSOCIATION CENTENARY 
The Committee received an invitation from the 


American Medical Association to appoint an official: 


delegate to the Centennial Meeting of that Associa- 
tion, which will be held in Atlantic City during the 
week of June 9. The Committee appointed the Chair- 
man, Dr. T. C. Routley, as its delegate. 


CONCLUSION 


It was the opinion of your Committee that the two 
days’ deliberations were very satisfactory. One of 
the delightful features of the meeting was the compli- 
mentary dinner tendered to the Committee by the 
Council of the British Medical Association on Monday 
evening, April 14, with the President, Sir Hugh Lett, 
presiding. 


MISCELLANY 
Most Milk Supplies Unpasteurized 


In view of the scientific fact that pasteurization 
makes milk fit for human consumption, it is an ap- 
palling revelation that of 366 municipalities reporting 
in a recent survey in the eight provinces outside Ontario, 
only 13% were revealed to have compulsory pasteuriza- 
tion by-laws. Ontario was not included because it is 
the only province in the Dominion which has a province- 
wide law in force. 

Saskatchewan headed the individual provinces in the 
matter of cities and towns reporting safe milk by-laws, 
20% being in this category. Quebec was next with 15% 
reporting compulsory pasteurization by-laws. 

Of the 366 reporting municipalities, 90, or approxi- 
mately 25%, reported their entire supply was un- 
pasteurized. Sixteen revealed that while they had no 
compulsory by-law their supply was 100% pasteurized. 

Forty-one municipalities, including 15 in Quebec and 
eight in Alberta, revealed that 90% or more of their 
milk supply was pasteurized. 

From the results of the survey, it would appear that 
many thousands of Canadians are drinking raw milk | 
despite the fact that raw milk can be dangerous— 
despite the fact that milk-borne diseases have caused 
much needless, killing and crippling illness.—Health 
News Service, The Health League of Canada. 
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MEDICAL OFFICERS STRUCK OFF STRENGTH 
OF THE R.C.A.M.C.—ACTIVE FORCE 


MARCH, 1947 


(Previous sections in January, March, April, May, June, 
July, September, October, November and December, 1945 
and January, March, May, June, July, August, Septem- 
ber, October, November and December, 1946 and January. 
February, March, May, 1947.) 

SECTION XCI 


Name Address Date struck off strength 
Bloomberg, M. W., 4054 St. Catherine St. W., 


Montreal 3-2-47 
Butt, E. G., Peele St., Woodstock, Ont. 10-2-47 
Cramer, R. W. I., 2 Suffolk St., Guelph, Ont. 29-1-47 
Davey, E. L., 23 Linden Terrace, Ottawa, Ont. 21-1-47 
Dixon, F. O., Sudbury, Ont. 21-2-47 
Erb, J. T., 8 Burnside Drive, Toronto 10 8-2-47 
Fassina, R. J., Port Arthur, Ont. 28-1-47 
Freele, L. W. M., Glencoe, Ont. 23-1-47 
Goldenburg, H., 53 Burnside Drive, Toronto 13-2-47 
Haber, J., 326a High Park Ave., Toronto 6-2-47 
Johnson, H. H. C., 96 Bagot St., Kingston, Ont. 28-1-47 
Kalant, H., 54 Davisville Ave., Toronto 19-2-47 
Lugsdin, G. H., 27 Standish Ave., Toronto 13-2-47 
McKenna, L. B., 485 Dundas St., London, Ont. 8-3-47 
Macpherson, A. W., 107 Wellington St., St. 

Thomas, Ont. 5-2-47 
Merritt, R. I., 126 Westmount Ave., Toronto 23-10-46 
Rumball, N. H., 1 Marjory Ave., Toronto 22-2-47 
Smylie, R. D., R.R. 3, New Liskeard, Ont. 6-2-47 
Stevenson, J. D., 73 Ethelbert St., Winnipeg 10-8-46 
Warren, W. J., Alex, Alta. , 28-1-47 
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SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent ) 


THE POLISH SCHOOL OF MEDICINE 


The recent announcement of the disbanding of the 
Polish Faculty of Medicine in Edinburgh marks the end 
of one of the most interesting innovations of the recent 
war. Following Dunkirk the Polish troops who escaped 
from France were concentrated mainly in Scotland, and 
it was the large number of Polish medical officers seek- 
ing postgraduate education that was responsible for 
the suggestion that a special Polish school of medicine 
should be set up in Edinburgh to provide such educa- 
tion as well as to provide a complete medical training 
for undergraduates. In 1941 the Polish Faculty of 
Medicine was formally constituted. Full facilities were 
provided by the University of Edinburgh, and these in- 
cluded the especially established Paderewski Hospital. 
The staff included nine professors and six senior lec- 
turers, and they were assisted by several of the Edin- 
burgh professors, including those of bacteriology, path- 
ology, forensic medicine, midwifery, and medicine. 

The school grew steadily and in its last year had 
241 students, many of whom took an active part in the 
undergraduate activities of the University. At one time 
it was thought that the school might become a permanent 
feature of the University, but this has not proved 
possible. It is to be hoped that the lessons to be learnt 
from this practical and successful experiment in inter- 
national co-operation will not be overlooked in the 
difficult days that lie ahead. 


A SIGN OF THE TIMES 


Much interest has been evinced in the April issue of 
The Practitioner which took the form of a special num- 
ber devoted to a symposium on ‘‘ Sex and Its Disorders’’. 
Whatever views may be held concerning the present 
attitude to sex, it is clear that people are turning with 
increasing frequency to their family doctors for advice 
in the matter. Yet all too often the doctor is unable 
to give the expected guidance. For this inability the 
medical curriculum is largely to blame. It was to aid 
the doctor in dealing with these difficult cases that this 
symposium was arranged. 

The keynote of the symposium is set by the Bishop 
of London in his introductory chapter on ‘‘ Morals and 
Sex’’: ‘‘it is almost incredible that a nation which has 
arrived at our boasted pitch of civilization and culture 
should allow its youth to suffer from such a miserable 
lack of guidance with regard to things so vital to their 
well-being’’.. An article by the Right Hon. Henry 
Willink, K.C., a former Minister of Health and a distin- 
guished lawyer, provides the first expression in this 
country of the legal aspects of artificial insemination. 
Quoting with approval a recent decision in the Canadian 
courts, he makes it abundantly clear that those who 


practise this latest cult are acting without the law of 
the land. 


MEDICINE AND POSTAGE STAMPS 


The History of Medicine Section of the Royal Society 
of Medicine struck an original note last month when it 
staged an exhibition of ‘‘ Medical history in postage 
stamps’’. Whether the real philatelist will regard such 
an innovation with equanimity is doubtful, but to the 
amateur, as well as to the doctor, the exhibition proved 
most interesting. To Ecuador, apparently, goes the 
honour of being the first country to issue a postage 
stamp depicting a medical man; this was in 1899, and 
the portrait was that of F. Espejo (1746-99). More 
than a quarter of a century was to pass before this lead 
was followed by the issue in 1928 of a Netherlands 
stamp showing Boerhaave. 

Other notable members of the profession who have 
been honoured in this way are Semmelweiss, Purkinje, 
Koch and the Curies. The only British member of the 
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profession to be recognized in this way is Sir Wilfred 
Grenfell who was the subject of a Newfoundland stamp 
issued in 1941. Even Florence Nightingale has been 
ignored in this respect by her own country and has had 
to await postal recognition. by Belgium and France. 


MEDICINE AND OFFICIAL SECRECY 


The development of atomic research over here is 
bringing to the fore a problem that has been vexing 
the minds of the profession ever since the end of 
hostilities. This is the apparently unwarranted delay 
on the part of several Government departments in 
releasing for general publication the results of research 
work carried out during the war. Much fundamental 
research work carried out during the war has direct 
therapeutic applications. No one questioned the need 
for strict secrecy during the war, but there is a grow- 
ing consensus that finds it difficult to appreciate why 
the results of such research should not now be freely 
available to all who are interested in the problems 
involved. When the Official Secrets Act is invoked to 
prevent free publication and thus delay the benefits 
of such work being transmitted to the victims of 
disease the medical profession becomes closely involved. 

The absurdity of the position is enhanced when it 
is realized that much of the information considered 
‘‘eonfidential’’ or ‘‘secret’’ over here has already 
been made freely available to the world through pub- 
lication in American scientific and medical journals. 
Where the medical profession has failed in its efforts, 
public opinion may well carry the day, and it is here 
that atomic research comes into the picture. The 
Chemical Workers’ Union has taken the matter up by 
instituting an ‘‘inquiry into the sickness caused by 
radio-activities’’, but has been informed, according 
to one of their vice-presidents, that any detailed dis- 
closures on the subject might constitute a breach of 
the Official Secrets Act.~ This is a position that has 
been described by one of our leading newspapers as 
‘*intolerable’’. 

Any comment on this particular issue would be un- 
justified until fuller information is forthcoming, but 
the issue appears to be similar in principle to that 
which the profession has already encountered. It is 
to be hoped that it will be responsible for a general 
release of all ‘‘secret’’ information that has immedi- 
ate practical application in the sphere of medicine. 

WILLIAM A. R. THOMSON 
London, May, 1947. 
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Lymphomas and Leukemias. Craver, L. F.: Bull. N.Y. 
Acad. Med., 23: 79, 1947. 


These diseases can affect any part or function of the 
body, can mimic many other diseases and are not so 
rare as popularly supposed. It is not helpful to think 
of them under the single concept of lymphoblastomas or 
leukemia, but borderlines are not sharply drawn and 
transitions from one form to another apparently occur. 
They should be thought of in dynamic and functional 
terms rather than as static pathologic entities. 

In the skin mycosis fungoides is often spoken of as 
a cutaneous manifestation of lymphoblastoma. The 
author has not seen it as part of Hodgkin’s disease, 
and as the older cases show the microscopic structure of 
reticulum cell sarcoma it should be classed with the 
lymphosarcomas if regarded as lymphoma, but its long 
course argues for its being kept separate. The pruritus 
seen in about 30% of cases of Hodgkin’s disease while 
usually generalized may have a regional distribution 
“suggestive of a neurological basis: It is to be noted 
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that the Pel-Ebstein type of recurring febrile episodes 
is not actually very common, fever in lymphomas not 
usually following any distinct pattern. In lympho- 
sarcoma and Hodgkin’s disease the diagnosis must be 
based, if possible, on lymphnode biopsy. It is better 
to select a node which has been enlarged longer and is 
part of a group of nodes, rather than a small peripheral 
easily accessible node. 

In treatment the radioactive isotopes and nitrogen 
mustards have proved to be useful tools, but neither 
agency has as yet equalled the all-round efficacy of 
roentgen therapy. The nitrogen mustards are useful 
chiefly in those cases of Hodgkin’s disease in which 
generalization has begun and constitutional symptoms 
are present. To a less extent they are useful in very 
advanced cases which have become radio-resistant, or in 
lymphosarcoma, lympholeukosarcoma and chronic lym- 
phatic leukemia. Radioactive phosphorus has been 
found chiefly useful in polycythemia vera, chronic 
myelogenous leukemia and chronic lymphatic leukemia. 
It has the advantage of causing no radiation sickness, 
but is not sufficiently radioselective and its destructive 
effect on bone marrow is its limiting factor. The 
Heublein method of external whole body low intensity 
prolonged irradiation by x-rays seems to add to the 
survival period and to the periods of remission in 
Hodgkin’s disease, lymphosarcoma and chronic lym- 
phatie leukemia. D. E. H. CLEVELAND 


Recent Advances in Cancer Research. Rous, P.: Bull. 
N.Y. Acad. Med., 23: 65, 1947. 


One of the greatest advances has been the arrival by 
scientists at the viewpoint that cancer is not a separate 
neoplastic entity but merely one of the group of true 
neoplasms which are expressions of a single principle, 
the ‘‘neoplastic principle’’. Experimental study has in 
the past concentrated on producing cancers, using the 
term ‘‘carcinogenic’’ and overlooking the fact that the 
carcinogens produce not only. malignant epithelial 
tumours but a diverse group depending upon the kind 
of cells their action is directed upon. These include 
the leukemias which are now acknowledged as belonging 
to the neoplasms. 

We live in an environment of carcinogens which are 
increasing in number and variety with the development 
of new industrial processes. That any of us escape 
cancer is because the action of most carcinogens is 
occasional or weak. There appears to be an inverse ratio 
between the height of incidence of cancer and the posi- 
tion up or down the social scale of the individual. The 
skin of poor people seems to be more liable to injuries 
productive of cancer, and their ingesta probably is more 
likely to contain carcinogens. Amongst instances of the 
latter is cited the eating of superheated fats formed 
from imperfect frying which may contain certain hydro- 
carbons known to be carcinogenic. 

Some of the more newly synthesized carcinogenic 
hydrocarbons are nearly related to such substances as 
methylcholanthrene, almost the most powerful of chemi- 
cal carcinogens, and which is normally present in the 
organism. Related to this is the discovery that extracts 
of some cancerous human tissues are able to produce 
malignant tumours when injected subcutaneously into 
laboratory animals or painted on their skin. 

The belief long held that cancers arise where there 
is chronic tissue disturbance, as at flexures of the gut, 
has received confirmatory evidence, but a special factor 
is necessary to bring about neoplastic change here. It 
has been found that neoplastic change in response to a 
eareinogenic agent takes place when the tissue is in a 
hyperplastic state. This may be due to injury, and the 
carcinogenic agents act through the depression of cellu- 
lar activities which they themselves bring about. At 
the same time it was learned that not only did trans- 
planted tumours in animals grow more slowly when 
carcinogenic agents were injected but when operable 
human skin cancers were painted with a_ powerful 
carcinogen they disappeared. Arising from this the at- 
tempt is being made to synthesize hydrocarbons closely 


related to those known to be carcinogenic which might 
check already established tumours. The employment of 
the nitrogen mustards, which retard cell activity, in 
lymphomas and leukemias indicates a measure of success 
in this direction. 

The idea that cells escaping from some controlling 
influence exerted by the organism and unrestrainedly 
proliferating was the cause of cancerous growth has been 
discarded completely. Repeated and successive paint- 
ings of the skin at different points with a carcinogen 
shows that successive tumours are not more easily 
produced than the first. 

In pure-bred strains of laboratory animals it has been 
found that certain strains have liabilities to certain 
tumours, others to others. Contrary to expectations these 
properties were not always transmitted hereditarily 
through the chromosomes. The tendency to mammary 
tumours in mice for instance was transmitted through 
the mothers but if the young were taken from the 
mothers at birth and suckled by mothers of a strain 
not developing mammary carcinoma these offspring 
escaped the disease. Reversing the process, the tendency 
to mammary carcinoma could also be conferred. 
Extensive study of the ‘‘milk factor’’, as it is called, 
has resulted in the explanation that is is a harmless 
virus which lives in mammary tissue, reaching it from 
the gut, and varies to become a cancer-producing virus 
only when its cellular environment undergoes patho- 
logical change as in the breast of aging mice. Although 
this is additional evidence favouring the conception 
that tumours in general may be due to viruses, no virus 
capable of directly causing tumour has yet been obtained 
from tumours of the usual laboratory animals. It has 
been shown that the large papillomas occurring in the 
tails of Western cottontail rabbits are virus-induced, 
and these in turn give rise to metastasizing squamous- 
cell carcinomas, yet nothing can be obtained from these 
growths which will produce cancer or papillomas in 
other individuals. 

The belief that a tumour is an autonomous growth 
and its cells anarchic has resulted in much misdirection 
of effort in cancer research, and has received a heavy 
blow in the observation of the effect of gonadal male 
sex hormone on prostatic cancer. This dependence of 
some tumours upon hormonal influence shows that the 
change of a normal cell to a tumour cell does not mean 
that a growth will result. Even the most anaplastic 
prostatic cancer. cells retain their normal function of 
elaborating acid phosphatase. Many skin tumours, 
including squamous cell carcinoma, appearing after 
exposure to carcinogenic agents will disappear if 
the action of the agent is withdrawn. For instance 
if the caloric intake is cut down in such cases in 
laboratory animals fewer tumours are produced by 
these agents and they are slower in appearing. With- 
out fresh exposure to the carcinogen the growth speeds 
up if the caloric intake is again raised. 

D. E. H. CLEVELAND 


Unusual Reaction Following Benadryl Administration. 
Geiger, J., Rosenfeld, S. Z. and Hartman, L.: J. 
Am. M. Ass., 133: 392, 1947. 


Unusual Side Effect from Benadryl. Weil, H. R.: idem, 
p. 393. 


Prolonged Reaction to Benadryl. 


Schwartzberg, S. and 
Willerson, D.: idem, p. 393. 


Danger with Benadryl of Self Medication and Large 
Dosage. Borman, M. S.: idem, p. 394. 


The story of several other recently introduced drugs, 
such as the newer barbituric acid compounds, the 
sulfonamides and penicillin, is repeating itself in the 
ease of benadryl (betadimethylaminoethyl benzhydryl 
ether hydrochloride). A wide field of rational use, in- 
eluding a number of conditions notoriously recalcitrant 
towards older drugs, and popularization in lay as well 
as in professional literature, has led to their extensive 
and indiscriminate employment. Often they are ordered 
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in conditions in which an understanding of the nature deaths. Coronary artery disease causes 8.5% of all 


of the disease process present and the pharmacology of 
the remedy would at once ‘show their uselessness. In 
the case of many of the remedies there is a general 
belief that they are not only universal panaceas but 
perfectly harmless as well. Later when ‘‘side effects’’ 
begin to be recognized there is astonishing reluctance 
on the part of the profession in general to inform itself 
with respect to them, even when they are sometimes 
shown to be of a toxic or allergic character. Until 
recently, while it was recognized that drowsiness even 
to the degree of narcolepsy might occur, or cerebral 
excitement, after taking benadryl, with occasional diges- 
tive disturbances, it has been generally thought that 
nothing worse would follow taking the usual doses up 
to 200 mgm. per day. 

The four reports mentioned above show however that 
the physician must be aware of the possibility of toxic 
or allergie symptoms of serious degree and ready to 
recognize and treat them. In one case after taking 
350 mgm. in 4 days a woman showed a severe shock- 
like reaction with nausea, palpitation and dimness of 
vision, culminating in unconsciousness with imper- 
ceptible pulse. In another a 3% year old child after 
taking 400 mgm. in 4 days became irrational, with un- 
controlled muscular hyperactivity, hypertonic reflexes 
and disorientation. A third patient, a man of 38, took 
1,150 mgm. in 20 days. He then developed impaired 
co-ordination of muscular movements, thought and 
speech. There were also symptoms of neuritis in one 
arm. The blood pressure dropped to 100/64. The 
fourth case, a nun in a convent, showed similar lack of 
thought and speech co-ordination. and aphasia. While 
some of the symptoms described are considered attribut- 
able to decrease in histamine, others are definitely toxic 
or allergic. D. E. H. CLEVELAND 


The Migrainous Personality and Constitution. 
Walter, C.: Am. J. M. Sc., 213: 1, 1947. 


Alvarez discusses the personal characteristics and con- 
stitutional qualities of the migrainous patient, basing 
his observations on the study of 500 cases. Pointing out 
that the headache is only one of the migrainous person’s 
characteristics, he cites hypersensitiveness, quickness of 
thought and movement, the tendency to be tense, to 
worry, to tire easily and wilt suddenly, as frequently 
encountered. Such qualities as perfectionism in duties, 
the preference for quiet, dim lights and a dislike for 
crowds -have occurred sufficiently often in his series 
to suggest their inclusion in the personality picture of 
the migrainous individual. THe has frequently been im- 
pressed by the occurrence of spells of mild depression, 
apathy and a dazed, uncommunicative state of mind 
reminiscent of migraine without the headache. Among 
the married women in his series, because of the fre- 
quent spells of illness and the perfectionist demands 
they often make of-their husbands, marital unhappiness 
is not infrequent. 

The author, in considering the factor of allergy, 
believes it acts only as another trigger in setting off 
attacks in subjects with an inherent tendency to mi- 
graine. In the treatment of migraine the physician 
must bear in mind the type of personality and the 
stresses and strains in the -patient’s life and it is often 
only by adjustment and assistance in respect of these 
that progress can be made. Drug therapy alone, unless 
accompanied by reduction of overwork, of fretting and 
of worrying, the author has frequently found ineffective. 

The most important inference from this article is 
that a knowledge of and familiarity with the various 
features constituting the migrainous personality can be 
of great assistance in the diagnosis and management of 
migraine. G. A. CopPING 


Alvarez, 


Incidence of Acute Coronary Artery Occlusion. A 
Discussion of the Factors Responsible for its In- 
crease. Walter, A. M.: Am. Heart J., 33: 135, 1947. 


Heart disease is the chief cause of death in the 


deaths and is, with the exception of cancer, the most 
common cause of mortality. Since the U.S. Census 
provides no listing for acute coronary occlusion or 
thrombosis, the incidence of this condition has to be 
estimated by other means. This has been done by 
sampling death certificates of the State of New York 
and applying the figures thus derived to the whole 
country. It is estimated that there were 120,000 deaths 
from acute coronary occlusion in the U.S. in 1942. If 
this mortality rate for this disease is accepted as being 
15%, there are approximately 800,000 episodes of acute 
coronary occlusion yearly. It is further estimated that 
in the age group over 40 years 1 man in 40 and 1 
woman in 115 have an acute coronary occlusion yearly. 

The increase in the incidence of coronary artery disease 
and of acute coronary artery occlusion is due to (1) the 
lengthened span of life which between 1912 and 1944 
has increased 18 years. (2) The ageing of the popula- 
tion is illustrated by the following set of figures. In 
1900 there were 8,500,000 persons between the ages of 
50 and 74; in 1940, 24,000,000 and in 1980 there will 
be 42,000,000. Two-thirds of the attacks of acute 
coronary occlusion occur in this age group. (3) Im- 
proved diagnosis and treatment; and (4) accuracy in 
reporting. It is thought that there is not a true in- 
crease in the incidence of coronary artery disease. A 
number of studies have shown that physicians are not 
more susceptible to the disease than are other occupa- 
tional groups. Tobacco is not regarded as a factor in 
coronary disease. One study of 364 patients with acute 
coronary thrombosis showed that one-third of the men 
and the majority of the women were non-smokers. 

As the span of life increases, the incidence of coron- 
ary disease is expected to increase and this outlook 
provides a strong impetus to further investigation re- 
garding means of prevention and of cure. 

s A. L, JOHNSON 


The Estimation of Prostatic Phosphatase in Serum 
and its Use in the Diagnosis of Prostatic Carcinoma. 
Herbert, F. K.: Quart. J. Med., 15: 221, 1946. 


Serum acid phosphatase was studied in 87 cases 
of prostatic carcinoma, 95 cases of prostatic hyper- 
trophy and in 153 cases of miscellaneous diseases. The 
great majority of cases of prostatic carcinoma with 
bone metastases showed elevated values, as did a small 
proportion of cases without metastasis. Minor rises 
occurred in a small proportion of non-prostatic diseases. 

While incubation of serum for one hour at 37° C. 
regularly inactivates prostatic phosphatase this pro- 
cedure usually does not inactivate the serum acid 
phosphatase of non-prostatic disease. Exceptions, how- 
ever, are sufficiently frequent to make the test un- 
reliable. 

Treatment of the serum with 2/5 volume of ethyl 
alcohol for one-half hour at room temperature spe- 
cifically inactivates prostatic phosphatase and clearly 
distinguishes raised values due to prostatic disease. 
This test may sometimes make it possible to detect 
phosphatase of prostatic origin when the total acid 
phosphatase of the serum is not elevated. 

NorMAN 8. SKINNER 


Cardiac Arrhythmias Complicating Total Pneumonec- 
tomy. Massie, E. and Valle, A. R.: Ann. Int. Med., 
26: 231, 1947. 


Arrhythmias are among the chief cardiac complica- 
tions encountered following total pneumonectomy and 
occurred in 9.1% of the entire series of 120 patients 
studied and in 14.3% of those over 35 years of age. 
The arrhythmias included five instances of auricular 
fibrillation, four of auricular flutter and one each of 
frequent auricular and ventricular extra systoles. 

Apart from the factor of age, the reason for the 
high incidence of arrhythmias following pneumonec- 
tomy could not be definitely determined. It is sug- 
gested that anoxemia and vagal stimulation may act 
synergistically in the production of these abnormal 


United States, accounting (in 1942) for 28.5% of all ~ cardiac rhythms. 
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Constant observations must be maintained for early 
recognition of the occurrence of abnormal cardiac 


rhythms. Treatment should be directed primarily to 
the attainment of prompt restoration of a normal 
sinus rhythm, and this result may be most often accom- 

plished by rapid intravenous digitalization. 
S. R. TOWNSEND 

@ 

Pleuro-pulmonary Tularemia: Observations on Twelve 
Cases Treated with Streptomycin. Hunt, J. 8.: Ann. 


Int. Med., 26: 263, 1947. 


Streptomycin was used in the treatment of eleven 
eases of tularemic pneumonia and one case of tularemic 
pleurisy. The patient showed a prompt clinical response 
to small doses of the antibiotic. The rapid disappearance 
of P. tularensis from the sputum of pleural fluid, as 
determined by animal inoculation, indicated that the 
organism was rapidly killed in the tissues. The regres- 
sion of pulmonic lesions and the healing of primary 
ulcers were believed to have been accelerated by strepto- 
mycin treatment but required a longer time interval 
than did clinical recovery. In all of the patients a rise 
in serum agglutinin titre occurred after treatment and 
in certain instances was very marked and rapid. This 
increase in the serum agglutinin level may have resulted 
from the antigenic stimulus provided by the destruction 
of large numbers of organisms. 

The incidence of tularemic pneumonia during the 
period of study was striking. Because of the difficulties 
presented by many cases of tularemic pneumonia and 
the prompt response of tularemia to streptomycin ther- 
apy, the value of a therapeutic trial with this antibiotic 
in severe pneumonia of undetermined origin in areas 
in which tularemia is endemic is apparent. In those 
cases which are due to P. tularensis withholding strepto- 
mycin in order to confirm the diagnosis by laboratory 
methods may, on occasion, endanger life. A dosage of 
1 or 2 grams daily for two days is suggested as an 
adequate therapeutic trial in such patients. 

S. R. TOWNSEND 


Surgery 


Common Errors in Burn Treatment. 
Am, J. Surg., 73: 340, 1947. 


Burned patients should have their first treatment in 
the operating room where proper asepsis can be prac- 
tised.. Any second or third degree burn involving 10% 
of the body surface should be hospitalized. A sketch 
of the burned area is of great assistance, and the 
dry pallid areas of third degree burns should be noted. 

There is no ideal burn remedy. Tannic acid and 
sulfonamides are toxic; petroleum jelly is softening. 
Sterile gauze, mechanics’ waste and elastic bandages 
make a good pressure dressing. Burns are often 
cleansed too extensively and vigorously. Gentle wash- 
ing and debridement are indicated in grossly soiled 
burns only. These dressings should be changed only 
once in four to seven days since infection is merely 
spread by frequent dressings and the pain and bleed- 
ing at each dressing are very hard on the patient’s 
morale. 

Early intravenous therapy is important and plasma 
is the basic replacement fluid. The amount of plasma 
should be 100 ¢.c. for every point the hematocrit 
exceeds 45, or 100 ¢.c. for every 100,000 red cells 
over 5,000,000, or 2% hemoglobin over 15 gm. %, or 
300 ¢.c. plasma for every gm. hemoglobin over 15 gm., 
or 500 c.c. per 12 hours for every 10% of body surface 
burned. One-third of all parenteral fluids during the 
first- two days should be plasma. Urinary output 
should be maintained from the first at 60 c¢.c. per 
hour. But once 2,000 c.c. of citrated plasma is given 
there is danger of toxic quantities of citrate being 
absorbed. 

Later whole blood should be given to maintain the 
hemoglobin over 80%, using the external jugular or 
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femoral veins when other veins are unavailable. 
Adequate calories, vitamins and minerals should’ be 
contained in a menu conforming to the patient’s 
tastes. The Padgett dermatome is the greatest pain 
killer and lifesaver for third degree burns. Grafting 
should be done at the time of the 2nd dressing on 
about the 18th to 21st day. If lives are to be saved, 
deformities and severe cachexia prevented, the doctor 
who has a seriously burned patient under his care 
cannot rigidly maintain his office hours. 

BURNS PLEWES 


Unilateral Exophthalmos, An Early Sign in Thyro- 
toxicosis. Kisner, W. H. and Mahorner, H.: Surg., 
Gyn. §& Obst., 84; 326, 1947. 


The cause of exophthalmos in Graves’ disease is 
unsettled. There is experimental work to show that 
it is due to the thyrotropic hormone of the anterior 
pituitary gland. The most frequent finding at autopsy 
has been hypertrophy of the extrinsic muscles of the 
eye. Reports of progressive exophthalmos after 
thyroidectomy are contrary to the writers’ experience, 
for if these cases are followed for weeks and months 
they have been found to gradually recede to normal 
over a period up to two years. 

Five cases of thyrotoxicosis with unilateral exoph- 
thalmos are recorded. In several cases it was the first 
and sometimes only symptom of which the patient 
complained. Such cases are usually first diagnosed 
by the oculist. The danger of supposing that uni- 
lateral exophthalmos must be due to tumour or local 
inflammation is pointed out. BuRNS PLEWES 


Vitamin C in Gastric Resection for Peptic Ulcer. 
Zerbini, E. de J.: Arch. Surg., 54: 117, 1947. 


The author records observations made on two vita- 
min C deficient patients with duodenal ulcer subjected 
to gastric resection. The réle of vitamin C in wound 
healing has long been known and only in recent years 
has it been shown that the need for this vitamin is 
greatly increased by operation or injury. Large con- 
centrations of ascorbic acid are mobilized in areas of 
injury. Large doses of vitamin C seem to have a 
beneficial therapeutic effect in experimental hemorrhage 
and traumatic shock. The first of the two patients, a 
male of 32 years, upon whom a gastric resection was 
performed for duodenal ulcer, showed a complete 
absence of vitamin C in the blood and white cells. The 
report was not available before operation so no ascorbic 
acid was administered. During the latter part of the 
operation there was a progressive fall in blood pressure 
and evidence of peripheral vascular circulatory collapse. 
There was prompt improvement of shock following the 
injection of 2 gm. of vitamin C. The blood pressure 
rose and reached normal and the other evidence of 
circulatory impairment quickly disappeared. Large 
amounts of vitamin C were given during the next two 
days. He made an uneventful recovery. 

The second patient was a male of 42 years, who de- 
veloped pneumonia following gastric resection. He 
responded to chemotherapy. Removal of the skin sutures 
was followed by a gaping wound, which gradually filled 
in and healed by secondary intention. This case showed 
that a daily dose of 200 mgm. of vitamin C after 
operation did not prevent a total disappearance of the 
vitamin from the plasma, even though the tissues had 
apparently been saturated thoroughly before operation. 
This was presumably aggravated by the postoperative 
pneumonia. Again there was the obvious failure of 
wound healing even though the concentration in the 
white cells remained high. This would suggest that a 
low or zero level of plasma ascorbic acid should not be 
looked on as harmless and that a sufficient amount should 
be given after operation in order to maintain a high 
plasma level. As a result of this experience, the author 
gives at least 1 gm. of ascorbic acid as routine following 
gastric resection. G. E, LEARMONTH 
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Plastic Surgery 


Reconstruction of Orbital Floor Defects. 
E.: Surg., Gyn. §& Obst., 84: 4A, 799. 


Fracture of the floor of the orbit with downward 
displacement may result in displacement of the globe, 
with diplopia, enophthalmos, and infraorbital anes- 
thesia resulting. Such fractures should be dealt with 
early and usually they are best reduced by a transantral 
approach, following which reduction can be maintained 
by packing the antrum. 

In neglected fractures the position of the fragments 
cannot be corrected. Improvement has been brought 
about by elevating the orbital contents. For this purpose 
various implants have been used including grafts of 
bone or cartilage, the latter fresh or preserved; tanta- 
lum and glass wool and moulds of plastic materials. 
The latter are used by this author, the mould being 
inserted beneath the orbital periosteum. For repair of 
loss of the bony orbital margins, blocks of iliac bone 
are used consisting almost entirely of cancellous bone. 

L. T. BARCLAY 


Cancellous Bone Grafts to the Jaw. Blocker, T. G. Jr.: 

Surg., Gyn. & Obst., 84: 4A, 553. 

Bone grafts to the mandible are required in civilian 
practice as a result of surgery of malignancy, infec- 
tion or trauma. They are required rather commonly 
in war surgery following wounds by bullets and shell 
fragments. The resultant cosmetic defect in either 
case is secondary in importance to disturbance of 
speech and impairment of mastication and deglutation. 

_Mandibular bone grafts were first employed in 
World War I by French, English-American groups of 
surgeons with perhaps a thousand cases reported and 
using bone from a variety of sources. During recent 
vears the use of iliac grafts has been the method of 
choice. This author prefers a block of pure cancellous 
iliac bone supplemented by chips. The importance of 
firm fixation which does not depend on the graft for 
assistance in any degree, adequate non-scarred soft 
tissue coverage, and absence of infection and con- 
tamination is stressed. Various types of fixation are 
outlined with preference given to cast-cap sectional 
splints with lock bar if enough teeth are available. 

Details of operative and postoperative treatment 
are described. The choice of anesthesia is local block 
with novocaine and spinal anesthesia for removal of 
the graft. 

Sixty-eight mandibular bone grafts were done on 
66 patients with generally good results, and 25 other 
iliac grafts were done for restoration of contour in 
various parts of the face. Bone graft was not done 
until two months after last drainage. 

L. T. BARCLAY 


Sherman, A. 


Obstetrics and Gynecology 


A Case of Intersexuality: Clinical and Hormonal Study. 
Hain, A. M. and Schofield: J. Obst. & Gyn. Brit. 
Emp., 54: 97, 1947. 


A male pseudohermaphrodite, aged 14, is described. 
It was possible by estimation of the excretion of 
17-ketosteroids (urinary androgens) to distinguish be- 
tween male and female pseudohermaphroditism and so 
to exclude adrenal cortical hyperfunction. 

An excessive excretion of gonadotrophin (F.S.H.), 
typical of eryptorchidism, was an outstanding feature 
and demonstrated that the pituitary secretes, and is 
itself under gonadal influence, before puberty. The 
probable origin of the developmental defect is dis- 
cussed. The question of procedure to be adopted by 
the surgeon in such cases is debated. P. J. KEARNS 


Effects of Exercises on Childbearing. Rodway, H. E.: 
J. Obst. & Gyn. Brit. Emp., 54: 77, 1947. 
An analytic study has been made of the obstetric 
ease notes of 340 primiparous women who had received 
instruction in maternity exercises and of a compara- 


tive group of controls. This detailed study has not 
revealed any appreciable difference between the ex- 
ercise and control groups for the type of labour, pres- 
entation, average duration of labour, for postpartum 
hemorrhage and perineal lacerations, for the average 
weight of infants and infant mortality rates. There 
is no indication from this analysis that labour was 
less painful for the exercise cases than for the control. 
It appears that the infrequency of the instruction and 
the lack of supervision in labour by a trained in- 
structress lessened the value of the antenatal training. 
More trained persons are needed before the value of 
maternity exercises in preparation for childbirth can 
be properly assessed. This aspect of antenatal work 
can only be fully developed when all midwives and 
pupil midwives are trained in the principles of the 
exercises, understand the objects of their practice and 
encourage the patient to carry them out during 
pregnancy and labour. P. J. KEARNS 


Endocrine Allergy. Zondek, B. and Bromberg, Y. M.: 
J. Obst. & Gyn. Brit. Emp., 54: 1, 1947. 


Sixty-six cases in which sensitivity towards endo- 
genous hormones gave rise to various pathological mani- 
festations are reported. Hormonal allergy was detected 
by skin tests with oily hormone solutions injected into 
a layer of the epidermis deeper than that used for 
ordinary skin tests with aqueous solutions. In healthy 
women endocrine allergic conditions of this nature were 
never encountered at any phase of the sexual cycle. 
Endocrine allergic conditions are not frequent. They 
have a considerable rate of incidence, however, in dis- 
turbances related to menstruation or menopause. Clini- 
cal manifestations of ‘‘endocrine allergy’’ as so far 
encountered have been divided according to the organs 
thus involved. The possible clinical involvement in such 
eases of the respiratory, cutaneous, nervous, genital and 
ocular systems is illustrated. 

The following ailments have been identified as due 
in certain cases to ‘‘endocrine allergy’’. (a) Respira- 
tory tract: asthma and vasomotor rhinitis. (b) Cutane- 
ous system: angioneurotic edema, chronic urticaria and 
acne. (c) Nervous system: migraine. (d) Genital 
system: premenstrual tension and pruritus vulve. (eé) 
Digestive system: nausea, vomiting, diarrhea and epi- 
gastric pains during the premenstrual phase. (f) 
Ocular system: chronic, recurrent conjunctivitis and 
certain forms of keratitis (such as superficial keratitis 
and keratitis rosacea). 

The following 4 methods of treatment for endocrine 
allergy are proposed: (a) Desensitization by the sub- 
cutaneous injection of the hormonal allergen in question 
in a series of doses of gradually increasing size. (b) 
Desensitization by the ‘‘depot method’’ involving the 
implantation of hormone-pellets. This method is ap- 
plied after it has been advanced to a point at which 
the patient can already tolerate a fairly high dose of 
the hormone in question. (c) Desensitization by per- 
cutaneous treatment with hormone ointment. (d) 
Elimination of the allergenic hormone from the body by 
the inhibition of the gonadotrophic hypophyseal function 
with large doses of cstrogens or androgens. , In 47 
eases of endocrine allergy treated by specific desensitiza- 
tion the following results were obtained: complete 
recovery in 51%, improvement in 28%, and negative 
results in 21%. In 2 cases the allergenic hormone was 
eliminated by the inhibitory effect of high doses of 
tostesterone on pituitary secretion. P. J. KEARNS 


Fibroids in Pregnancy. Buckell, E. W. C.: J. Obst. 

& Gyn. Brit. Emp., 54: 70, 1947. 

In this paper 122 cases of fibroids in pregnancy 
have been described and their complications compared 
with those found by other observers. Of the 113 
patients who were looked after by the hospital, 79 
only had healthy children. A large number aborted 
(14%) and the fetal and neonatal death-rate was 
11.1%. The frequency of complications in pregnancy, 
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maternal death-rate show that the presence of fibroids 
isa serious complication. Red degeneration during 
pregnancy should be treated conservatively and myo- 
mectomy should, if possible, be avoided. Cesarean 
section will usually secure a living child, and it 
should be seriously considered in all elderly primi- 
gravide and all other patients where there is an 
additional complication. P. J. KEARNS 


Pediatrics 


Congenital Deafness and Other Defects Following 
German Measles in the Mother. Hopkins, L. A.: 
Am, J. Dis. Child., 72: 400, 1946. 


Ten deaf children whose mothers had German 
measles during pregnancy were examined in the Clarke 
School for the deaf at Northampton, Massachusetts. 
Some of these children showed other congenital de- 
fects. It was suggested that rubella, occurring early 
in pregnancy, may be the cause of certain cases of con- 
genital deafness, that had formerly been unexplained. 
- Two eases in which the mothers’ did not have 
German measles, but had had another virus disease, 
namely influenza, and six cases in which the mother 
did not have a virus disease during pregnancy, but 
in which the child presented some of the same con- 
genital defects are listed. 

This is an interesting paper indicating as has been 
done by others what a serious thing German measles 
in a pregnant mother can be for the fetus. 

PRESTON ROBB 

Speech Therapy for Children with Cerebral Palsy. 

Perlstein, M. A. and Shere, M.: Am. J. Dis. Child., 
72: 389, 1946. 


It has been estimated that 55% of all children with 
cerebral palsy have speech defects, and from 50 to 75% 
of these can be benefited by speech training. The 
purpose of this article was to comment on the various 
types of speech defects seen in children with cerebral 
palsy, and to outline the method of treatment. Pa- 
tients who were mentally deficient and in whom there 
was no hope of help by training were excluded. How- 
ever, it was pointed out that psychological testing in 
these patients is very difficult and is likely to be decep- 
tive. All patients should have diagnostic physical exam- 
inations, neurological, orthopedic and pediatric examina- 
tions. Visual, auditory and speech tests should be done. 

One of the fundamental things in the treatment of 
these speech defects is to teach the patient how to relax. 
Various methods are clearly outlined. The importance 
of proper breathing is stressed. The necessary equip- 
ment for these speech therapy rooms for this type of 
patient was outlined. It is important in treating the 
speech defects of these patients to co-ordinate it with 
other forms of therapy, such as physiotherapy, occupa- 
tional therapy and when the child is old enough school. 

This is a very useful article in helping to understand 
what the speech therapists attempt to do with the 
problem of the spastic child and how it is done. 4 

J. PRESTON ROBB 


Anesthesia 


New Synthetic Curarizing Agent in Anesthesia. 
linson, F.B.: The Lancet, p. 98, Jan. 18, 1947. 


The author has undertaken the clinical trial of a 
synthetic drug B.D.H. 312, developed by the British 
Drug Houses Ltd., and said to have an action re- 
sembling that of curare and of possible value in anes- 
thesia. The results in the first 112 cases have been so 
striking that he feels that he should submit this pre- 
liminary report, to encourage comparison with the now 
accepted preparations of curare and to stimulate 
further research into its potentialities. 

Myanesin or B.D.H. 312, is a «synthetic substance 
having the formula a:g-dihydroxy-y (2-methylphenoxy) 
propane. It is put up as a solution in ampoules con- 
taining 1 gram in 10 ¢.c. The solution may be boiled 
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and possesses antibacterial properties. Solutions of 
pentothal sodium and myanesin may be mixed without 
the formation of a precipitate. The pharmacology has 
been thoroughly investigated in animals by Berger and 
Bradley. In therapeutic doses it has no evidence of 
toxic effects on any organ of the body. It produces 
relaxation without narcosis in conscious patients. The 
addition of a small dose of pentothal produces narcosis 
accompanied by good abdominal relaxation. The 
dosage used was 13 mgm. per kg. of body-weight. 

In clinical use premedication is desirable but not 
essential. After anesthesia has been established an 
injection of 5 to 10 ¢.c. of myanesin is made intra- 
venously a few seconds before the peritoneum is 
opened. Full relaxation follows in a few seconds. 
Doses of 5 to 10 e¢.c. may be repeated as often as 
required during long operations. As much as 50 c.e. 
have been given without ill effect. Intercostal 
paralysis is rarely if ever produced. Myanesin was 
employed in the following anesthetic combinations; 
pentothal-N,O-O,, pentothal-cyclopropane, pentothal- 
N,O-O,-ether and N,O-O,-ether. There is no significant 
alteration in the blood pressure and but slight effect 
on the tonus and contraction of the intestinal muscle. 
It has a relaxing effect in spasm of the vocal cords. 

In conclusion it may be stated that myanesin ap- 
pears to have well-marked advantage over curare. It 
has a wider margin of safety than curare. Abdominal 
relaxation is obtainable even in the conscious patient 
and without any distress. The drug does not cause 
intercostal paralysis in doses producing full relaxa- 
tion of the abdominal muscles. It would appear to 
potentiate the action of the barbiturate and allows the 
least toxic anesthetic agents to be used, such as 
pentothal and nitrous oxide combination, to obtain 
adequate anesthesia and relaxation for abdominal 
surgery. F. ARTHUR H. WILKINSON 


Dermatology 


The Treatment of Gold Dermatitides. Raglan, C. and 
Boots, R. H.: J. Am. M. Ass., 133: 752, 1947. 
Certain toxic manifestations, notably the dermatitides, 

have been a serious deterrent to the use of gold in 
rheumatoid arthritis. No known clinical or laboratory 
methods give warning of its occurrence. The arrest of 
the pruritus and favourable influence on the toxic re- 
actions have been found possible in certain cases by 
the use of BAL (2, 3-dimercaptopropanol). It is 
thought that the toxic effects of trivalent arsenical com- 
pounds are due to the inactivation by arsenic of the 
sulfhydryl group in enzyme proteins, and BAL success- 
fully competes with these for arsenic which it binds 
rapidly. It must be employed early after the arsenic- 
sulfhydryl combination has occurred, otherwise the effect 
of the metal on the enzyme becomes irreversible. A 
similar reaction occurs in other heavy metal poisoning 
such as with mercury and trials on 5 patients with gold 
poisoning showed definite increase in the urinary gold 
excretion coincident with the BAL treatment and clinical 
improvement. 

The authors received the impression that the admin- 
istration of BAL to patients with rheumatoid arthritis 
in remission following chrysotherapy may cause early 
relapse. This would suggest that the therapeutic effect 
of gold is a temporary suppression of the processes which 
cause activity in rheumatoid arthritis. 

D. E, H. CLEVELAND 


Rickettsialpox—A Newly Recognized Rickettsial -Dis- 
ease. Greenberg, M., Pellitteri, O., Klein, I. F. and 
Huebner, R. J.: J. Am. M. Ass., 133: 901, 1947. 


This is a report on the clinical findings based on the 
observation of 144 non-fatal cases observed in New York 
in 1946. The etiology, epidemiology and method of 
transmission of the disease have been considered in other 
papers, all emanating from the Bureau of Preventable 
Diseases, New York City Department of Health. The 
name Rickettsia akari has been proposed for the causa- 
tive organism. 
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The prominent characteristics are an abrupt febrile 
onset with chills, preceded by a primary lesion on the 
skin and followed by a rash. The primary lesion is a 
firm red papule in the centre of which develops a deep 
seated firm vesicle. It is from 0.5 to 1.5 em. in diameter. 
The vesicle dries into a firm black eschar and terminates 
in about 3 weeks with a small scar. The lesion is 
neither painful nor itchy. There is usually regional 
lymphadenitis. About a week after the appearance of 
the primary lesion fever, chills, sweats, backache and 
lassitude follow. The fever rises to 103 or 104° and 
lasts from 2 to 10 days. A rash composed of discrete 
maculopapular erythematous elements appears at the 
onset of the fever or 1 or 2 days later. In the develop- 
ment of a central firm deep-seated vesicle followed by 
a black crust the lesions resemble the primary one, but 
are smaller and leave no scar. The rash is non-pruritic 
and has no characteristic distribution. It spares the 
palms and soles and may appear on the mucous mem- 
branes. Its duration is from 2 to 10 days. Other 
physical signs are generally absent and the patient does 
not yppear to be acutely ill. A leukopenia was often 
observed, with occasionally a relative lymphocytosis. In 
the few cases tested the sedimentation rate was normal 
or but slightly elevated. Other routine laboratory tests 
were generally negative, as were also the usual bacterial 
agglutination tests. Identical strains of rickettsias were 
isolated from the blood of two patients and from mouse 
ectoparasites (Allodermanyssus sanguineus) which estab- 
lishes the etiology and strongly indicates the method of 
transmission. The complement fixation test using anti- 
gens prepared from the causative organisms is of 
diagnostic value. D. E. H. CLEVELAND 


Pathology 


Eftects of Radioactive Phosphorus (P32) on Normal 
Tissues. Platt, W. R.: Arch. Path., 43: 1, 1947. 


The author reports histologic changes observed in 
patients suffering from malignant lymphomas treated 
with radioactive phosphorus. The preparation and use 
of P82 is outlined. In leukemic patients the blood 
cells were restored and maintained as nearly normal 
as possible and in other conditions radioactive phos- 
phorus was given until peripheral blood changes in- 
dicated bone marrow depression. 

Characteristic changes are produced in many tissues 
of the body similar to those observed following 
roentgen radiation. Specific changes include cellular 
death, abnormal mitoses producing atypical giant cells, 
fibrosis, hyalinization of collagen and thickening and 
hvalinization of small blood vessels. 

Radioactive phosphorus, with its steady irradiation 
of tissues for several weeks, may produce more diffuse 
cellular changes than those produced by local applica- 
tion of radium or roentgen radiation. Selective locali- 
zation in bone marrow; liver, spleen and lymph nodes 
as well as increased uptake of P32 by rapidly pro- 
liferating cells, leads to increased radioactivity and 
injury in those tissues preferentially involved in 
malignant lymphomas and polycythemia vera. Normal 
tissues are, however, affected as well. Urinary excre- 
tion of radioactive phosphorus leads to continued ex- 
posure of the renal parenchyma, and possible renal 
damage should be borne in mind in the treatment of 
patients with relatively long life expectancy. De- 
pression of reproductive. function is another factor to 
be seriously considered in the treatment with radio- 
active phosphorus of young patients. R. C. Ross 


Industrial Medicine 


Essential Safeguards in Production and Use of Atomic 
Energy. Wirth, J. E.: Occup. Med., 2: 428, 1946. 


The production and use of atomic energy have 
brought about hazards previously encountered only to 
a limited extent in the radium industry, the roent- 
genologic field, and in certain research laboratories. 
In this article the author discusses the essential safe- 


guards which must be considered, wherever this work 
is performed, for the protection of personnel in the 
working area and, for the protection of the surround- 
ing community. The primary concern is with preven- 
tion of damage to human beings from the immediate 
and from the long time or delayed effects. The safe- 
guards are discussed in detail as they relate to per- 
sonnel, monitoring (‘‘the detection, quantitative 
determination and prevention of radioactive hazards 
from doing damage’’), equipment, and laboratory 
‘facilities for special tests. 

Few persons have had adequate experience or train- 
ing in the handling of radioactive materials. It is 
therefore essential that a well-organized educational 
program be arranged for all personnel to instruct them 
thoroughly in the rules and procedures involved. 
Reference is made to one safety manual which deals 
with this subject; it includes information on toler- 
ances, radiation monitoring, protective clothing and 
devices, eating and smoking rules, contamination of 
persons, contamination of areas, storage handling and 
disposal of radioactive materials, and, enforcement of 
rules. ; 

A separate ‘‘health-physics’’ unit to handle the 
monitoring has proved successful. In the opinion of the 
author this group can act either independently or in 
co-operation with the medical, safety, operating and re- 
search departments. An organization chart of such a 
group illustrating its functions, is shown. 

The necessary facilities to monitor are an important 
consideration. They include personnel-monitoring meters 
which are used to detect radiations received by a person, 
and survey instruments, used to determine radiations 
in work areas. Barriers are necessary in all work with 
radioactive materials. Of equal importance are ventila- 
tion facilities, protective clothing and handling devices. 
Details are given as to varieties and use. 

In spite of safeguards some persons will get danger- 
ous amounts of direct radiation or will acquire damaging 
quantities of radioactive elements in their systems. 
This must be detected in order to prevent a person from 
accumulating still more in his system, he should be re- 
moved from the job at fault. In order to know when 
those with lesser amounts have arrived at the stage 
requiring a change of job, well-trained personnel are 
required, together with laboratory facilities for special 
tests of blood, sputum, expired air, urine and stools for 
alpha, beta and gamma emitters as well as for chemi- 
sally toxic substances. MARGARET H, WILTON 


Tropical Diseases in Industry. Bercovitz, Z. T.: 
Indust. Med., 16: 45, 1947. 


That, in general, returning veterans with tropical 
diseases, do not constitute any greater risk to the 
corporation as permanent liability, than the average 
employee, is the opinion of the author of this article. 
He maintains that, provided they are under supervision 
and the industrial physician is alert to the development 
of recurrences of infection, the danger to fellow workers 
in office or factory is negligible. 

The attitude towards these men is important. They 
have been under great strain; their period of adjust- 
ment may be prolonged. Their rehabilitation is largely 
the responsibility of the industrial physician who must 
be prepared to handle them with common sense coupled 
with sympathy and understanding. In addition to true 
symptoms of complications he will encounter recurrences 
of symptoms related rather to worry and concern than 
to actual infection. 

The author discusses from a practical standpoint, the 
diagnosis and treatment of those tropical diseases most 
likely to confront the industrial physician. These are 
amebie and bacillary dysentery, malaria, and conditions 
due to helminths. Symptomatology, diagnosis, treatment 
and complications are presented in detail. A table 
is included to show the drugs and dosages commonly 
employed in the treatment of ameebic dysentery and its 
complications; another gives drugs used in treatment of 

“intestinal helminths. MARGARET H. WILTON 
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Dr. Malcolm Alexander Carmichael, Regina district 
chief medical officer of the department of veterans’ 
affairs, died on April 14, in_a Regina Hospital. Dr. 
Carmichael was born in Cape Breton in 1881. He grad- 
uated in medicine from Queen’s University in 1908 and 
registered with the College of Physicians and Surgeons 
of Saskatchewan in 1912. Dr. Carmichael served “with 
the R.C.A.M.C. from 1916 to 1919, when he returned to 
Strasbourg, Sask. He practised there and in Regina 
until 1928 when he received appointment to the depart- 
ment of pensions and national health, in 1943 being 
appointed to the department of veterans’ affairs. Surviv- 
ing him is an only son, John A., of Regina. 


Dr. Frank W. Crang, died April 3, in Edmonton. 
He was 77 years of age. He was born in Toronto in 
1870 and received his early schooling there. 

He graduated in medicine from McGill University, 
in 1901, and immediately thereafter came to Edmonton, 
and commenced his medical practice. 

He was a member of the school board for about 25 
years, during which time he took a deep interest in 
sports events of the city. He was on the boxing and 
wrestling commission for a number of years, but was 
forced to relinquish these posts in 1940 due to ill health. 
He retired from medical practice about three years ago. 

He is survived by his widow, three sons and two 
daughters. 


Dr. Edmund Gazelet Feilde, died on April 26. He 
was in his 88th year. 

Dr. Feilde was born in Preseott, Ont. He graduated 
in medicine from McGill University in 1881 and prac- 
tised in Prescott until 1896 when he returned to 
Montreal. 

He was chief medical officer for the Canadian Car 
and Foundry Company from the firm’s founding in 1909 
until his retirement in 1945. 

Dr. Feilde was president of the St. John Ambulance 
Association for the Province of Quebec. In recognition 
of his work, he was invested with the order of Officer 
of the Venerable Order of St. John of Jerusalem. 

He is survived by two daughters and a son. 


Dr. Alison Jamieson died suddenly at Wicklow, Ont., 
on May 2. She was in her 77th year. She graduated 
in medicine from Queen’s University in 1892. 


Dr. Samuel Johnston died at his home in Toronto 
on April 14, 1947. He was in his 79th year. 

Dr. Johnston was born in Erin, Ontario, the son of 
Samuel and Elizabeth Glenn Johnston. He was educated 
in the local school and the Collegiate Institute in Guelph. 
He entered Trinity University in 1897, and did the 
amazing feat of graduating M.A., M.D. and C.M. in 
four years. After an internship in the Toronto General 
Hospital, he began general practice on Carlton Street, 
Toronto. He became adept in the giving of anesthetics, 
and, in 1910, he went abroad to study this art, which 
was being practised as a specialty by a few pioneers. 
On his return to Toronto, he devoted all his attention 
to the teaching and practice of anesthesia. He acquired 
distinction in this field, and was a past president of the 
American Association of Anesthetists, and first president 
of the Canadian Society. He was chairman of the 
Section of Anesthesia of the British Medical Associa- 
tion at the Nottingham meeting of 1926. 

Dr. Johnston was a Charter Fellow of the Academy, 
and was President in 1942-43. He was a past president 
of the Aesculapian Club, and a member of the Rotary 
and Empire Clubs. He was a member of Westminster 
Central United Church, and of Ionic Lodge A.F. & A.M. 
In 1904, Dr. Johnston married Dr. Margaret Macallum, 
a number of years, and 


who continued to practise for 
now survives him. 

Dr. Johnston is mourned by a host of friends among 
the medical profession. 


He broke new ground in the 
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field of medicine, and eultivated it well. 
generation faithfully, and the foundation stones of the 
new edifice of Anesthiology indelibly bears his mark. 


He served his 


ANZSTHESIA 


Slumber of man’s contriving, 
Deep, secure, 

Pain of its prey depriving, 
Dreamless, sure. 


Grace to the minds that fashion 
Such release! 
Lily of man’s compassion, 
White surcease. 
Catherine Ames Clinedinst 


Dr. Robert Tarzwell Lane, aged 72, medical practi- 
tioner for more than 35 vears in Sault Ste. Marie, 
died suddenly on April 4. Until three years ago, Dr. 
Lane had specialized in surgery. He was formerly on 
the staff of the Sault Ste. Marie Hospital. 

Born in Erin Township he attended high school in 
Orangeville. A teacher for some years, he was prin- 
cipal for a time of Sault Ste. Marie Public School 
prior to entering university to study medicine. Dr. 
Lane was a graduate of the University of Toronto 
about 1910. 

He had been prominent in the United Church, the 
Masonic Order and the Shrine. 

Surviving are his widow, three sons, one daughter 
and three sisters. 


Dr Louis-Philippe Legendre, est décédé le 24 mars 
a Ste-Croix, ou il avait passé la plus grande partie de 
la vie. Il était 4gé de 81 ans. 

Né a Ste-Croix, en 1866, aprés de brillantes études 
au Séminaire de Québec et 4 l’université Laval, il fut 
recu médecin en 1889. Il pratiqua son art jusqu’en 
1910, date a laquelle il fut nommé registrateur conjoint 
avec M. J.-A. Auger, poste qu’il occupa jusqu’en 1946. 

Maire de son village, le Dr Legendre s’occupa 
activement au développement de sa paroisse. 

Outre son épouse, il laisse une fille et deux sceurs. 


Dr. Henry M. McFadden, aged 64, of Thorndale, 
Ont., died of a heart attack on April 12. 

Dr. McFadden had practised at Thorndale for 40 
He was a graduate of medicine from the Uni- 
versity of Toronto in 1907. For many years he had 
been medical health officer for West Nissouri Township. 

Surviving besides his widow, are one doughter, and 
one son. 


Dr. Ralph Graham Martin, aged 42, 
14 at his home in Calgary. He was born in Moose 
Jaw, Sask., where he received his publie and high 
school education. He attended the Moose Jaw College 
and the University of Saskatchewan in Saskatoon. 
In 1928 he moved to Edmonton to attend the Univer- 
sity of Alberta. He graduated in 1933. 

Dr. Martin was a member of the Alberta Medical 
Association, the Calgary Medical Association, the 
Calgary Sketch Club and the Zeta Psi fraternity. He 
was also a member of the United Church. While at 
university he was well-known in athletic circles, hav- 
ing been active in hockey, rugby and basketball. 

Surviving are his widow, one son, and one sister. 


died on April 


Dr. E. L. Proctor died on April 19 in his 81st year 
in the Oshawa General Hospital. 

Born in Yorkshire, Eng., he practised medicine in the 
Port Perry, Whitby and Oshawa district for the past 50 
years. He graduated as a medical doctor in this country 
after leaving England as a young man. 

He retired in 1938 and moved to Toronto. 

He is survived by his widow and his daughter. 


Dr. Allison Rolls, Toronto physician, died on April 5 
at his home, at the age of 67. Born in Chatham, he 
attended Ridley College and Brantford Collegiate. He 
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graduated in medicine from the University of Toronto 
in 1905 and did postgraduate work in London, England. 
There he obtained the degree of member of the Royal 
College of Surgeons and licentiate of the Royal College 
of Physicians. 

Dr. Rolls served two years with a medical mission 
on the west coast of British Columbia. He moved to 
Woodbridge and later to Toronto in 1914. 

A member of St. Clair Ave. United Church, he was 
for many years associated with the local Chinese Mission. 
Dr. Rolls was a member of the Oakwood Club, the Odd- 
fellows and the Orange Order. Surviving are his widow, 
a daughter and two sons. 





Dr. Warren'C. Ryckman died on April 12 at the 
Hamilton General Hospital following a short illness. 

Dr. Ryckman was born at the old Ryckman family 
homestead near Rock Chapel, Clappison Corners, 70 years 
ago. He received his education from the Waterdown 
High School and the University of Toronto, graduating 
from medical school in 1907. 

Before attending medical school he taught school in 
Alberta for a short period. Dr. Ryckman’s first practice 
was in Flesherton, Ont. He was a member of the 
Ryerson United Church, Acacia Lodge No. 61, A.F. & 
A.M., and the Hamilton Sovereign Chapter of Rose 
Croix. 

Surviving are his widow, one son and one brother. 





Dr. Walter Scatchard, of Chase, B.C., died at his 
home there April 13. 

Born in Yorkshire, England, in January, 1861, Dr. 
Seatchard obtained his M.D. degree at London Univer- 
sity. He became a member of the Royal College of 
Surgeons in 1882, and in 1892 a licentiate of the Royal 
College of Physicians of Ireland and of Midwifery. He 
was for some time house surgeon of Leeds hospital in 
Yorkshire. He came to Canada in 1907 and settled at 
Armstrong, B.C. where he practised until 1910 when he 
moved to Chase, which town was then in the making. 
Besides his general practice, he was company physician 
and surgeon for the Adams River Lumber Co. Ltd., and 
also was the doctor for the Adams, Squilax, Chase and 
Shuswap Indian reservations. 


An ardent hunter and fisherman, Dr. Scatchard was a ' 


noted ‘‘wing shot’’. A couple of years ago the octo- 
genarian brought down 13 ducks with 11 shells. It was 
seldom he did not make every shot count. But perhaps 
his greatest thrill in the out-of-doors was when he landed 
a 19 pound trout after a two-hour struggle in Adams 
river. The kill was made with a 9-ounce rod and light 
fly-fishing tackle. 
He is survived by his daughter and four sons. 





Dr. William John Stevenson. A colourful figure in 
Canadian medicine came to his death in his 75th year 
on April 11, 1947, in the person of Dr. W. J. Stevenson, 
of London, Ontario. 

Dr. Stevenson was the third son of Dr. Hugh 
Stevenson and the former Margaret McConnell, who 
came to Canada from Roxborough, Scotland. _He was 
educated in London, and received his degree in medi- 
cine from the University of Western Ontario in 1896, 
after graduating M.D., C.M. from Trinity University 
in the same year. In 1946 the University of Toronto 
gave him an M.D. degree. 

Dr. Stevenson was surgeon to the Ontario Hospital, 
Victoria and St. Joseph’s Hospitals, and for many 
vears associate professor of gynecology in the Uni- 
versity of Western Ontario. He was also a member of 
the senate in the university for a score of years. 
Last year he gave the university seventy-five thousand 
dollars towards the building fund for a medical library. 
Recently the London Academy of Medicine had Dr. 
Stevenson’s portrait painted by Edward Glenn, and 
this will be hung in the new medical library. 

Dr. Stevenson had many interests. He was a 
naturalist and a politician, and had travelled exten- 
sively. He had done postgraduate study at different 
times, in Great Britain, Europe and the United States. 


He was a Life Non-Resident Fellow of the Academy 
of Medicine, Toronto, and well known to members of 
the medical profession in Toronto. 

Dr. Valerian Swencisky, former resident of New 
Westminster, B.C., died suddenly on April 20 in Leth- 
bridge, Alta., where he resided for the past fifteen 
years. Born in Vancouver, he was 53 years of age. 
He attended New Westminster high school and gradu- 
ated in medicine from McGill University, Montreal. 
Surviving him, besides his parents, are his widow, one 
daughter,’one brother, and four sisters. 











NEWS ITEMS 
Alberta 


Commencing June 1, 1947, old age pensioners, 
blind pensioners, recipients of mothers’ allowance and 
the dependents of each, are to receive full medical and 
surgical care, the cost of which is being met by the 
Provincial Government. An arrangement has been made 
whereby the Government pays a sum of money to the 
College of Physicians and Surgeons who will administer 
the fund. Doctors’ accounts are to be submitted to the 
Registrar in accordance with the schedule of fees. It 
is expected for the year of 1947 that 75% of the ac- 
counts will be paid. 





The following new registrants were approved by the 
Council: Edward Hugh Jackson Smyth, Calgary, Alta.; 
Huxley Harold Cove Johnson, Calgary, Alta.; John 
Douglas Birrell, Calgary, Alta.; Allan Bryan Cafferky, 
Port Hueneme, Cal.; Arthur Paul Carman Clark, Calgary, 
Alta.; Carl Heinz Walter-Cahn, London, Eng.; Norman 
Bertrand Hirt, Canmore, Alta.; Irving Lipton, Taber, 
Alta.; John Paul Drouin, St. Paul, Alta.; Donald Grant 
McAlpine, Edmonton, Alta.; Charles Neville Samuell, 
Edmonton, Alta.; Chapin Key, Edmonton, Alta.; Bernard 
Adilman, Saskatoon, Sask.; John Fergus McKenna, 
Phoenix, Ariz.; Leonard Joseph Patterson, Didsbury, 
Alta.; Jack Graham Hardman, Vulean, Alta. 





A new schedule of fees for general practice has been 
approved and will go into effect as soon as it is 
distributed to the medical men in the Province. 





The Vegreville District Medical Society No. 9, met 
in Vancouver on April 9. Dr. J. W. Bawden who is 
assistant to Dr. A. W. Blair, Director of the Cancer 
Clinic at Regina, was the main speaker. Dr. O. Rostrup 
of Edmonton, presented a short paper. 





A contract has been awarded for construction of a 
three hundred thousand dollar hospital extension at 
Camrose. This hospital is operated by the Sisters of 
Providence. This extension will increase the capacity 
to more than one hundred beds. 





At the annual meeting of the Calgary Medical Society 
held on April 15, 1947, the following officers were 
elected for the ensuing year: President—Dr. H. V. 
Morgan; Vice-president—Dr. R. C. Riley; Treasurer— 
Dr. J. V. Follett; Secretary—Dr. L. M. Fairbairn; 
Iabrarian—Dr. R. R. Hughes; Executive Committee— 
Dr. W. 8. Johns, Dr. W. R. Dunlop, Dr. T. Melling. 

G. E. LEARMONTH 


New Brunswick 


At the monthly staff meeting of the D.V.A., at 
Lancaster in April, Dr. L. R. Morse, staff urologist, 
discussed metastatic bone disease, secondary to ear- 
cinoma of the prostate. 

Dr. W. A. Farrell, radiologist, presented a case of 
Paget’s disease. Discussion in both cases was intro- 


duced by Dr. E. A. Petrie, of St. Joseph’s Hospital. 
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Reports of nicotine poisoning are expected in medi- 
eal circles in New Brunswick. This fear is based on 
the supply of free cigars being distributed by proud 
papas in celebration of the arrival of an extra large 
crop of babies in families of duly registered and 
licensed physicians practising in this the winter sun- 
shine Province of Canada. No multiple births have 
been noted. 


The spring meeting of the Medical Council of New 
Brunswick was held in Saint John on April 11th. Dr. 
R. W. L. Earle, of Perth, presided. Dr. J. M. Barry, 
the registrar, reported on current correspondence and 
noted a continued registration of physicians beginning 
practise in the Province, 


The newspapers report an increasing interest in the. 
pasteurization of milk. This news is apparent in 
reports of organizations of all types, forwarding recom- 
mendation to the health department advocating. a 
Provincial law to provide compulsory pasteurization of 
all fluid milk used in the Province. 


Hon. F. A. MeGrand, Minister of Health for New 
Brunswick, in commending the work of the N.B. 
Branch of the Canadian Cancer Society, stated that 
the government was establishing a chain of cancer 
diagnostic centres in the Province, where the neces- 
sary special examinations may be carried out at de- 
partment expense. No means test will be applied. 
The question of qualified medical personnel is a prob- 
lem in some centres. The provision of scholarships 
for doctors desiring to specialize in cancer treatment 
in New Brunswick is a feature of the present program 
of the local cancer society. 


At the annual meeting of the Fredericton Rotary 
Club, Dr. J. Storey Hynes was elected president. 


Dr. T. H. Coffee, D.V.A., adviser in Physical Medi- 
cine was the guest speaker at the monthly meeting of 
the Saint John Medical Society in April. His subject 
was ‘‘Physical Medicine and Rehabilitation’’. TIllus- 
trated by moving pictures, the address was most 
interesting and the question and answer period was as 
usual much enjoyed. Dr. Coffey was a welcome visitor 
to Saint John, where he has an unusual number of 
friends, even for Dr. Coffey, who has friends every- 
where. 


Dr. A. B. Walter, chief in Medicine at Lancaster 
D.V.A. Hospital, has been appointed by Veterans’ 
Minister, Hon: Ian MacKenzie, as a member of a super- 
visory committee to administer the use of streptomycin 
in D.V.A. treatment centres. A. STANLEY KIRKLAND 


Nova Scotia 


On April 23, Dr. John George MacDougall of Halifax 
was tendered a banquet at the Nova Scotian Hotel to 
celebrate his Golden Jubilee as a physician. Graduating 
from McGill in 1897, winner of the Holmes Gold Medal, 
he interned at the Royal Victoria Hospital and later 
began practice at Amherst, Nova Scotia. After post- 
graduate work abroad he came to Halifax in 1914 and 
established himself as a surgeon. His reputation spread 
far beyond the borders of his native Province. Some 
years ago he retired as a surgeon from the Victoria 
General Hospital, but still retains his connection with 
the Dalhousie Medical School. He has been President 
of the Provincial Medical Board for twenty-five years 
and has wide business interests. 

Nearly ninety physicians joined in congratulating Dr. 
MacDougall on this happy occasion. The toast to him 


was proposed by Dr. H. L. Scammell: Then followed 
Dr. Kenneth A. Mackenzie who read an illuminated ad- 
dress formally presented to Dr. MacDougall by Dr. J. 
C. Acker, President of the Halifax Medical Society. A 
glowing tribute to his work and worth was paid him 
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in an address by Dr, C. 8. Morton, an associate of 
many years. Doctors H. K. MacDonald, G. H. Murphy, 
and M. G. Burris also added words of appreciation. 
Congratulations came from the Canadian Medical Asso- 
ciation of which he is a life member, the Royal College 
of Surgeons of Canada and the American College of 
Surgeons of which he is a Fellow. Numbered among 
those present were many of his former House Surgeons. 
It will be an occasion long remembered as a fitting 
tribute to one of the most highly regarded professional 
men of Nova Scotia as well as one of its most honoured 
citizens, 


Dr. Peter D. Ferguson has established himself at 
Whycocomagh in the practice left vacant by the sudden 
death of Dr. M. G. MacLeod a few weeks ago. 


Under the chairmanship of Dr. A. E. Kerr, President 
of Dalhousie University, a Committee known as the 
Dalhousie Committee on Cancer Research has been set up 
in Nova Scotia. Its purpose is to foster cancer research 
and in this regard it will co-ordinate its efforts with the 
National Institute of Cancer Research. Already several 
projects have been reviewed, endorsed, and forwarded to 
the Institute. If approved the work entailed will be 
carried out within the University. The committee has 
a strongly representative personnel. Its secretary is Dr. 
H. L. Scammell. 


Dr. Maurice Fitzgerald has started to practice in New 
Glasgow, N.S. 


Dr. L. M. Zinck who graduated from Dalhousie Medi- 
cal School in 1924 and who since that time has practised 
in England was a recent visitor in Nova Scotia and 
attended the banquet for Dr. MacDougall. He is a 
native of Lunenburg. H. L. SCAMMELL 


Ontario 


The semiannual meeting of the College of Physicians 
and Surgeons of Ontario was held early in April. Dr. 
George Ramsay of London was re-elected as president 
which is an unusual event but is recognition of the good 
service Dr. Ramsay has given during this year of office. 
There were no serious cases before the Discipline Com- 
mittee but two or three minor offenders received ad- 
monishment. The registration of specialists qualified 
by certificates from the Royal College of Physicians and 
Surgeons of Canada now includes the names of all 
persons recommended for registration without examina- 
tion. As from January 1, 1947 the Royal College will 
issue certificates only after examination and _ the 
presentation of such certificates are required for registra- 
tion in Ontario. 


The University of Western Ontario has announced 
the appointment of Professor J. B. Collip as Dean of the 
Faculty of Medicine. It would take more space than is 
proper to a news item to describe the attainments of 
this internationally known scientist. He leaves the Chair 
of Biochemistry in McGill University to assume his new 
duties in London. The U.W.O. is to be congratulated 
on this latest acquisition to its Faculty of Medicine 
which has been signally strengthened in the past few 
years under the Deanship of Dr. G. E. Hall. Dr. Hall 
has succeeded to the Presidency of the University and 
his appointment adds still more to the prestige of the 
University of Western Ontario as a centre of medical 
education. 


Dr. H. W. Wookey of Toronto has been honoured by 
the appointment by the Royal College of Surgeons of 
England as Hunterian Professor for 1947. This is the 
third time in recent years that the annual oration in 
memory of John Hunter has been given by a member 
of the Faculty of Medicine, University of Toronto. It 
is a distinction that reflects the high attainment of Dr. 
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Wookey and the standards of surgical practice in Cana- 
dian hospitals. 





Dr. George E. Wilson surgeon in chief to St. Michael’s 
Hospital has been seriously sick in Pinehurst, N.C. Dr. 
Wilson had been on a holiday and was suddenly stricken 
with pneumonia. He returned to Toronto early in April. 





The term ‘‘artificial kidney’’ was first used by Abel, 
Rowntree and Turner in 1913 when they put blood 
through celloidine tubes in a rinsing fluid using hiru- 
dine extracted from leech heads as an anticoagulant. 
In 1933, after heparin was purified, Dr. Gordon Murray 
of Toronto began his work on removing toxins from the 
blood by dialysis. Using this principle he extracted 
toxins from the blood of experimental animals in 1939, 
but did not use the method clinically till a year ago. 
Since then six uremic patients have been treated with 
his artificial kidney; all are alive. He described his 
methods at the Central Surgical Society in Chicago last 
February. 

Dr. W. J. Koloff of Kampen, Holland, cut off by 
German occupation from outside scientific publications, 
completed his artificial kidney during the war. He 
described it to the Physiological Society of the Univer- 
sity of Toronto and to the Toronto Academy of Medi- 
cine in April. The Netherlands kidney consists of about 
120 feet of cellophane tubing through which the blood 
passes; it is wound loosely on a rotating drum which 
is partly submerged in a bath of rinsing fluid. Con- 
tinuous dialysis occurs, clotting is prevented by heparin. 
Dr. Koloff was happy to have the opportunity of 
examining the more compact Toronto kidney and of 
discussing his problems with the Toronto workers. 


LILLIAN A. CHASE 





Quebec 


La Faculté de Médecine de 1’Université de Montréal 
déclare ouvertes les chaires suivantes: Bactériologie, 
Hygiéne, Matiére Médicale et Pharmacologie, Médecine 
opératoire, Pathologie chirurgicale, Clinique Médicale 
(hépital Notre-Dame), Physiologie, Physique médicale 
et Electrologie, Propédeutique, Urologie. 





Les Drs Léon Gérin-Lajoie, président sortant-de- 
charge, Wallace Wilson de Vancouver, président actuel, 
et T. C. Routley, secrétaire général de 1’A.M.C. repré- 
senteront cette association au congrés mondial de la 
santé qui se tiendra 4 Paris, fin septembre et début 
d’octobre 1947. 


L’assemblée annuelle du Conseil des hépitaux de 
Montréal s’est tenue le 27 février dernier & 1’hépital 
Notre-Dame. Les officiers suivants furent élus: prési- 
dent d’honneur: le ministre de la Santé, 1’Hon. J. A. 
Paquette; président actif: Mr J. H. Roy, de 1’hépital 
St-Luc; lier vice-président: Dr G. F. Stephens, 
surintendant de l’hdpital Victoria; 2iéme vice-prési- 
dent: Mr René Laporte, surintendant de 1’hépital Notre- 
Dame; trésorier: Dr Edmond Dubé, directeur médical 
de l’hépital Ste-Justine; et secrétaire: Dr A. L. C. 
Gilday de l’hépital Western. 

Le Dr A. Cantero a été élu récemment président de 
la Société de gastro-entérologie de Montréal. 





La division de Québec de 1’Association médicale 
canadienne s’est choisi comme président M. le Dr 
Charles-Auguste Gauthier, chargé du cours de déonto- 
logie et d’économie médicale & la Faculté de Médecine 
de Laval. Cette élection s’est faite durant la réunion 


annuelle ‘de la société & Québec -ot trois séances de 
travaux médicaux ont réuni une centaine de médecins 
les 18 et 19 avril derniers. 

Les séances furent présidées & 1’H6pital du St- 
Sacrement par le Prof. Renaud Lemieux, 4 la Faculté 
par le Doyen, le Prof. Charles Vézina, 4 1’Hépital des 
Anciens Combattants- par le Col. L.-J. Petitclerc, tandis 





que l’assemblée annuelle était dirigée par le président 
sortant de charge, le Dr John Fraser. JEAN SAUCIER 





May 1, 1947, was the 125th anniversary of the open- 
ing of the Montreal General Hospital. The hospital has 
grown from its original 72 beds to its present capacity 
of 641. Two other hospitals in the Province antedate 
the Montreal General Hospital, the Hétel-Dieu of Quebec 
and the Hétel-Dieu of Montreal which latter has asso- 
ciated with its foundation the outstanding figure of 
Jeane Mance. But the ‘‘General’’ has its own peculiar 
lustre particularly in regard to teaching and the carry- 
ing on of research. It has promoted the teaching of 
medical students from its very first year, and the medi- 
cal school started in connection with the hospital, the 
Montreal Medical Institute, later became the MeGill 
Medical Faculty, and indeed was the means of preserv- 
ing McGill University from an untimely dissolution. In 
the world of nursing the hospital training school stands 
amongst the best known in Canada. 

The latest development in the hospital’s activities 
is the establishment of a Research Institute, to be known 
as the Institute for Special Research and Cell Metabo- 
lism. This will be housed in premises adjacent to McGill 
University, the gift of two members of the hospital’s 
Board of Management. The director of the Institute 
is Dr. I. M. Rabinowitch, of Montreal, whose long and 
brilliant career at the hospital is well recognized. 

The Institute will be comprised of five divisions, 
namely, enzyme, physical chemistry, pure organic 
chemistry, general chemistry and experimental physi- 
ology, and the character of the research to be carried 
out within this Institute will therefore be of a type 
hitherto not regarded as a function of hospital labora- 


tories but rather of highly specialized university 
laboratories. 

The work of the Institute will be initiated by three 
major projects: " 


1. An entirely new method of approach to determine 
the cause of cancer. This work will be done with the 
aid of a generous gift from a member of the hospital’s 
board of management who wishes to remain anonymous. 

2. An investigation of the metabolism of carbo- 
hydrates in human nutrition in health and disease. To 
be carried out with the aid of a grant from the Sugar 
Research Foundation, Inc., New York. 

3. The study of possible harmful effects of new chemi- 
eals on the human body because of their increasing use 
in various industries. This work will be done with the 
aid of a grant from the National Research Council of 
Canada. 





Saskatchewan 


The College of Physicians and Surgeons of Saskatche- 
wan have adopted, subject to the approval of authorities 
concerned, a schedule of fees for contracted fee-for- 
service practice. It is to be negotiated with such 
contracting parties as provincial health regions, govern- 
ment responsibility cases, workmen’s compensation 
board, voluntary health organization services, fee-for- 
service municipal contracts, etc. 

A standing committee on tariff has been set up to; 
(1) recommend fees for items not listed; (2) continu- 
ously study the schedule for use and application to 
meet changing conditions; (3) advise where adjudica- 
tion is necessary; (4) receive, and consider recommenda- 
tions from any member, section or group on the items 
in the schedule applicable to that group. 





As a result of some representations made to the 
government in 1946, to the effect that the professions 
of Saskatchewan were abusing their powers and not 
conducting affairs in the interest of the people, a select 
committee was set up to examine the affairs of the 
professions, including the medical profession. The 
report as accepted by the legislature, does not recom- 
mend any drastic changes. The changes recommended 
which involve our profession are, (1) reports of 
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disciplinary action are to be submitted to the Minister 
of Health, and, (2) a companion Register is to be kept 
with the Department of Public Health. 

The investigation into the affairs of the medical 
profession was most thorough, and the result is a con- 
firmation of our integrity, and ability to conduct our- 
selves in a manner to the credit of our profession and 
our patients. 





Acting on instructions from the Council, a register 
of all specialists will be maintained in the office of the 
College. The certification of specialists will be that 





granted by the Royal College of Physicians and 
Surgeons of Canada. 
Plans are. well under way for the Saskatchewan 


Medical Convention in Regina on September 8, 9 and 10. 
Drs. B. C. Leech of Regina and L. G. Bray of Moose 
Jaw are chairmen of the committee on arrangements. 





The Registrar’s office has been instructed by Counéil 
not to accept photostatic copies of diplomas for the 
purpose of registration. 





At the annual meeting of the Council the following 
senior life memberships were granted for 1947: Dr. R. 
O. Coghlan of Glaslyn, Dr. A. N. Hardy of Regina, Dr. 
O. E. Rothwell of Regina, Dr. L. A. Roy of Regina, Dr. 
J. A. Seratch of Maymont, Dr. R. Stipe of Watrous, 
Dr. C. B. Stone of Arcola, and Dr. J. H. Storry of 
Rabbit Lake. 





Appreciation of many services to the profession was 
expressed when Dr. J. L. Brown, Chairman of the 
Central Health Services Committee and Medical Advisory 
Committee of Seven, and Dr. J. F. C. Anderson who for 
many months assisted the Registrar’s office in the 
absence of a Registrar, were presented with original oil 
paintings by the Saskatchewan artist, Kendardine. 





The three year experiment agreed to in 1944 between 
the Saskatchewan Government and the medical profession 
on a gentlemen’s agreement, to provide medical and 
surgical care for old age pensioners, mother’s allowance 
recipients, blind pensioners, as well as children who are 
wards of the government, concludes December 31, 1947. 
The profession were to be paid from a fund established 
on the basis of $9.50 per capita for approximately 
25,000 persons. In 1945 accounts were paid at the rate 
of 77%; the 1946 accounts will be paid at 59%. The 
profession are hoping that their new agreement can be 
negotiated on the basis of the recently prepared contract 
schedule. 





Dr. Harvey C. Boughton, Superintendent of the 
Saskatoon Sanatorium, was presented, on April 8, with 
an honorary membership in the tuberculosis veterans’ 
section, No. 78, Canadian Legion, B.E.S.L., Saskatoon, 
for valuable services given to tuberculosis veterans, 
particularly in establishing entitlement to pension. Since 
1919 Dr. Boughton has maintained his place as civilian 
consultant to the military and D.V.A. services. 





Dr. John C. Creighton of Estevan has accepted an 
appointment in Nyasaland, British East Africa. The 
offer of the appointment was made by the British 
Government through the British Colonial Medical Asso- 
ciation and is in recognition of Dr. Creighton’s services 
in Africa during the war. Dr. and Mrs. Creighton and 
their two children plan to leave for overseas in May. 





Dr. Earnest A. Johnson of Elfros has been awarded 
a Hermant fellowship in ophthalmology by the Univer- 
sity of Toronto, and will begin his appointment in July. 
He will do research work in eye diseases, and have some 
teaching duties, in addition to a two-year residency in 
the Toronto hospitals. 





After thirty-one years of service with Saskatchewan 
mental hospitals, Dr. A. D. Campbell, superintendent of 
the Weyburn mental hospital is retiring to Vancouver, 
on April 1, due to ill health. Dr. Campbell was born in 
Priceville, Ontario, in 1882. He graduated from the 
University of Toronto in 1907 and started practice in 
North Battleford in 1911, going from there to the staff 
of the mental hospital in 1916. 





The appointment of Dr. F. C. Lawson, Toronto, as 
superintendent of the Mental Hospital at Weyburn, was 
accounted by Dr. C. F. W. Hames, Deputy Minister of 
the Department of Publie Health. Dr. Lawson gradu- 
ated at the University of Toronto in 1928. Following 
graduation he engaged in Psychiatrie work in the United 
States and Canada and he holds a diploma in Psychiatry 
from the Toronto Psychiatry Hospital. Prior to this ap- 
pointment Dr. Lawson was clinical director to the 
Toronto Psychiatric Hospital. At the Weyburn Mental 
Hospital he succeeds Dr. A. D. Campbell who retired. 

B. BRACHMAN 





General 


The American Congress of Physical Medicine will 
hold its twenty-fifth annual scientific and clinical ses- 
sion September 2, 3, 4, 5 and 6 inclusive, at the Hotel 
Radisson, Minneapolis. Scientific and clinical sessions 
will be given the days of September 3, 4, 5 and 6. All 
sessions will be open to members of the medical 
profession in good standing with the American Medi- 
cal Association. In addition to the scientific sessions, 
the annual instruction courses will be held September 
2, 3,4 and 5. These courses will be open to physicians 
and the therapists registered with the American 
Registry of Physical Therapy Technicians. For 
information concerning the convention and the instruc- 
tion course, address the American Congress of Physical 
Medicine, 30 North Michigan Avenue, Chicago 2, 
Illinois. 





The American Public Health Association announces 
its 75th Annual Meeting as taking place in Atlantic 
City, New Jersey, October 6 to 10 inclusive, 1947. 

Exhibits and the scientific program will point up 
progress in public health over a 75-year span. 





The American Society for the Study of Arterio- 
sclerosis.—Plans have been completed to organize the 
American Society for the Study of Arteriosclerosis. 
Clinicians and experimentalists interested in a con- 
certed intensified investigation of all phases of this 
disease are invited to join this organization and are 
urged to contact as soon as possible Dr. O. J. Pollak, 
Wilmington General Hospital, Chestnut and Broom 
Streets, Wilmington 14, Delaware. 

The constituting meeting has been called for 
Monday, June 9, 1947, at 9.00 a.m. at the Hotel Strand, 
Pennsylvania Avenue and Boardwalk, Atlantic City, 
New Jersey. 





Camera Salon to Hold Third Annual Showing.— 
The Third Annual Showing of the Canadian Phy- 
sicians’ Fine Art and Camera Salon will be held in 
the Hudson’s Bay Auditorium in Winnipeg during the 
week of the 23rd to 27th of June, in conjunction with 
the Convention of the Canadian Medical Association. 

The Canadian Medical Association Salon Committee 
—a committee of Canadian doctors—is composed of 
Dr. G. KF. Tremble, Dr. J. L. Notkin, and Dr. A. Jutras, 
of Montreal; and Dr. Harvey Agnew, of Toronto. Dr. 
Tremble has been elected Chairman of the Committee. 
The judges of the Salon this year will be Mr. Alex 
Musgrove, D.A., Curator of the Winnipeg Art Gallery 
Association, Professor W. Leach and Mr. Newton 
Brett, of Winnipeg. 

At the request of Canadian doctors, the Salon this 
year will be divided into three sections: the Fine Arts 
and monochrome photography of last year will be 
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ADVERTISEMENTS 


ANNUAL MEETING OF THE 


CANADIAN MEDICAL ASSOCIATION 
THE TECHNICAL EXHIBITIONS 





We publish herewith a list of the exhibitors at the 78th Annual Meeting in Winnipeg 
in June. . 


It should be realized that the pharmaceutical and other manufacturing firms play a 
highly important part in the practice of medicine, and we draw particular attention to the 
display which has been arranged for this year. No important department of medicine 
as overlooked: drugs, books, technical apparatus of all kinds, dietetic products which fill 
such an essential réle in treatment: all are presented attractively and in many cases with 


considerable instruction. 


We hope that all who attend the meeting will make a point of spending some time in 


visiting these exhibits. |Eprror] 


LIST OF EXHIBITORS 


American Can Company, New York. 

Anglo Canadian Drug Company, Oshawa, Ont. 

Armour Laboratories, Hamilton. 

Ayerst, McKenna & Harrison Ltd., Montreal. 

Becton, Dickinson & Company, Rutherford, N.J. 

Borden Company Limited, Toronto. 

British Drug Houses (Canada) Ltd., Toronto. 

Burroughs Welleome & Company, Montreal. 

Cameron Heartometer Company, Chicago. 

Camp, S. H. & Company, Jackson, Mich. 

Canadian Kodak Company Limited, Mount 
Dennis, Ont. 

Canadian Tampax Corporation, Limited, 
Brampton, Ont. 

Carnation Company, Oconomowoc, Wisconsin. 

Ciba Company Limited, Montreal. 

Coca-Cola Limited, Toronto. 

Davis & Geck, Incorporated, Brooklyn, N.Y. 

DeVilbiss Manufacturing Company Limited, 
Windsor, Ont. 

Dominion Oxygen Company Limited, Toronto. 

Down Brothers Limited, Toronto. 

Eli Tally & Company (Canada) Ltd., Toronto. 

Fisher & Burpe Limited, Winnipeg. 

Frosst, Charles E. & Company, Montreal. 

Heinz, H. J. Company of Canada Ltd., Toronto. 

Horner, Frank W. Limited, Montreal. 

Imperial Optical Company, Winnipeg. 

Ingram & Bell Limited, Toronto. 

Laboratory Poulenc Fréres of Canada Limited, 
Montreal. 

Lederle Laboratories Division, Montreal. 

Lippincott, J. B. Company, Montreal. 

Maemillan Company of Canada Ltd., Toronto. 


Mead Johnson & Company of Canada Limited, 
Belleville, Ont. 

Mennen Company, Newark, N.JJ. 

Merck & Company Limited, Montreal. 

Milgo Limited, Hamilton. 

Nestlé’s Milk Producfs (Canada) Ltd., Toronto. 

Parke, Davis & Company Ltd., Walkerville, Ont. 

Picker X-Ray of Canada Limited, Montreal. 

Procter & Gamble Company, Toronto. 

Reckitt & Colman (Canada) Limited, Montreal. 

Ritter Company Incorporated, Rochester, N.Y. 

Rougier Fréres Incorporated, Montreal. 

Ryerson Press, Toronto. 

Schering Corporation Limited, Montreal. 

Sharp & Dohme (Canada) Limited, Toronto. 

Smith & Nephew Limited, Montreal. 

Spencer Supports (Canada) Ltd., Rock Island, 
Que. 

Squibb, E. R. & Sons of Canada Ltd., Toronto. 

Stearns, Frederick & Company of Canada 
Limited, Windsor, Ont. 

Stevens, J. & Sons Limited, Toronto. 

Victor X-Ray Corporation of Canada Limited, 
Winnipeg, Man. 

Wander, A. Limited, Peterborough, Ont. 

Warner, Wm. R. & Company Limited, Toronto. 

Wingate Chemical Company Limited, Montreal. 

Winthrop Chemical Co. Inc., Windsor, Ont. 

White Laboratories Incorporated, Newark, N.J. 

Wyeth, John & Brother (Canada) Limited, 
Walkerville, Ont. 

X-Ray and Radium Industries Limited, Toronto. 

Zenith Radio Corporation of Canada Limited, 

~ ‘Windsor, Ont. 











700 






retained while an additional section for Kodachrome 
transparencies has been added. The Fine Arts section 
includes: paintings in oil, water colours and tempera, 
charcoal drawings, pastels and etchings. 


The Salon is sponsored by 
Limited, of Montreal. 


Frank W. Horner 





International Association of Medical Women.—The 
Sth Congress of the International Association of Medi- 
cal Women will be held in Amsterdam, Holland, from 
June 24 to 50, 1947. There will be some thirty delegates 
from the United States and representatives from Great 
Britain and European, South American, and Asiatic 
countries. Two Canadian medical women plan to go 
to Holland for the Congress. They are Dr. Anna Wilson 
and Dr. Margaret Owens of Winnipeg. Dr. Owens is 
the President of the Federation of Medical Women of 
Canada. 

The responsibilities of medical women in the recon- 
struction of the world will be studied, considering their 
part as physicians, social workers, and in international 
co-operation. Those attending the Congress will be 
asked to bring all available information regarding the 
effects of the war on their country, both physical and 
social; together with details of existing medico-social 
legislation. 





International Conference of Physicians.—The Royal 
College of Physicians is arranging an International Con- 
ference of Physicians to be held in London during the 
week September 8 to 13, 1947. The Conference will be 
divided into the following sections: Cardiology; Derm- 
atology; Disorders of the Chest; General Medicine; 
Neurology; Pediatrics; Psychiatry; Social Medicine. 

Applicants for admission to the Conference should 
state sections they wish to attend. Application for 
ticket of admission must be made to Dr. G. B. Mitchell- 
Heggs, Organizing Secretary, Royal College of Phy- 
sicians, Pall Mall East, London, 8.W.1. Accommodation 
in hotels and restaurants is very limited owing to the 
ravages of war. If assistance is wanted in finding ac- 
commodation for the Conference, it is essential to apply 
before June 30. No applications will be considered after 
this date. Admission to the Conference is confined to 
medical practitioners and is by ticket only. 





Life Insurance Medical Research Fund.—The Life 
Insurance Medical Research Fund of New York an- 
nounces the award of 48 grants in aid of medical re- 
search in the field of cardiovascular disease, 13 post- 
graduate research fellowships, and 1 student research 
fellowship. The total sum granted for research 
programs is $463,155. Postgraduate fellowship stipends 
vary from $2,500 to 3,500 and student fellowship 
stipends from $1,500 to $2,000. 

The list of grants in aid to Canadian centres made in 
March, 1947 is as follows: 

McGill University for research by Dr. Sydney M. 
Friedman on the effects of diet, situational stresses, 
and hormones on renal function and blood pressure 
(renewal), $4,200. 

McGill University for research by Dr. Hebbel E. Hoff 
on the negative and positive after potentials of the 
heart, $3,360. 

University of Western Ontario for research by Dr. 
Alan C. Burton on factors in cardiovascular diseases, 
including studies of proteinuria and vascular linings, 
$10,500. 

University of Western Ontario for research by Dr. 
Otto G. Edholm on the hemodynamics of the peripheral 
circulation, $10,500. 

University of Western Ontario for research by Dr. 
E. M. Watson on factors in the development and pre- 
vention of cardiovascular-renal disease in diabetic 
animals, $6,300. 

Amongst postgraduate research fellowships for 1947- 
48 were those awarded to John R. Polley, Ph.D., of 
Toronto, Ontario, to work under the supervision of Dr. 
Sydney M. Friedman at McGill University Faculty of 
Medicine; and Ashley E. Thomson, M.D., of Regina, 
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Saskatchewan, to work under the supervision of Dr. J. 
Doupe at the University of Manitoba. 





World Health Organization (Interim Commission) .— 
A Sub-committee of the Committee on Administration 
and Finance of the Interim Commission of the World 
Health Organization met at the Palais des Nations, 
Geneva, from February 17 to 20, under the Chairman- 
ship of Dr. C. Van den Berg (Netherlands), to consider 
the allocation of the fund of $1,500,000 derived from 
UNRRA to be used in partial continuation of UNRRA’s 
health programs in certain countries. Provisional al- 
locations were made, inter alia, for the teaching program 
in China, for continuation of basic health training in 
Ethiopia and for Malaria and Tuberculosis Control in 
Greece; for fellowships from eight countries; for visiting 
lecturers and the supply of medical literature; and for 
contributions to the salaries of specialists stationed at 
the New York and Geneva Offices of the Interim 
Commission. 





Quebec Branch Canadian Cancer Society. — The 
Annual Meeting of the Quebec Branch of the Canadian 
Cancer Society will be held at the Quebec Branch office 
of the Society, 1481 Sherbrooke Street West, Montreal, 
Quebec, on Thursday, June 12, 1947, at the hour of 
4.30 o’clock in the afternoon for the purpose of receiv- 
ing reports, and the transaction of such other business 
as may properly be brought before the Meeting. 





The National Association for the Prevention of 
Tuberculosis will hold a Health and Tuberculosis 
Conference in London, England, July 8 to 10, 1947, in 
the Central Hall, Westminster, 8.W.1. 

The delegates’ fee is 2 guineas for 3 days or 1 guinea 
for a single day, and applications may now be made. 
Those desiring to take part in the program are requested 
to write to the Secretary-general, Dr. Harley Williams, 
Tavistock House North, Tavistock Square, London, 
W.C.1. 





Norton Medical Award Invites Manuscripts.—W. 
W. Norton & Company are again offering the Norton 
Medical Award for book manuscripts written for the lay 
public by professional workers in the field of medicine. 
Terms of the award have been slightly altered. The 
publishers now set no final closing date for the sub- 
mission of manuscripts which may be submitted at any 
time, the award not being limited to any one year. The 
Norton Award offers $5,000 as a guaranteed advance 
against royalties. Either complete manuscripts or 
detailed table of contents together with one hundred 
pages of manuscript may be submitted. A descriptive 
folder giving full details of the terms of the Award may 
be secured on request from the publishers, W. W. Norton 
& Co. Ine., 101 Fifth Avenue, New York 3, N.Y. 

Books that. have previously won Norton Medical 
Awards are The Doctor’s Job by Carl Binger, M.D., 
Doctors East, Doctors West by Edward H. Hume, M.D., 
and A Surgeon’s Domain by Bertram M. Bernheim, 
M.D., published this spring. 





Bismuth Diallyl-Acetate Suppositories. — According 
to information received from the United States by the 
food and drugs division of the Department of National 
Health and Welfare, a number of fatal poisonings of 
infants have recently occurred there. The deaths are 
said to be associated with the use of rectal suppositories 
for the prevention and treatment of throat infections. 

It is announced that the federal food and drugs 
division has already taken steps to stop the sale of such 
products in Canada, and, as an added precaution, is 
issuing this warning to the medical and pharmaceutical 
professions. 

The number of deaths which have resulted in the 
United States is somewhat indefinite, as reports of death 
and injury continue to be received. The total number of 
reported deaths to date is about 15, some of which have 
not been completely investigated to determine the exact 
cause of death. 
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The active ingredient is bismuth diallyl-acetate 
(bismuth heptadiene carboxylate). The suppositories 
are sold in two sizes, namely, adults’ and children’s, 
containing respectively 45 mgm. and 22.5 mgm. of 
bismuth (as metal) per suppository. The dose for 
children under six years is one-half children’s size sup- 
pository. In all instances of injury and death, children 
under the age of six were affected and apparently whole 
suppositories, either adults’ or children’s size, were 
administered contrary to the directions for use. 

Where autopsy was performed, liver damage was al- 
most invariably found, this organ being enlarged and 
fatty. Toxic quantities of bismuth, however, were not 
found. It is now believed that any danger in the use 
of overdoses of the product may be attributable to the 
organic allyl radical, and also to the narrow margin 
between therapeutic and toxic doses for infants. 





American Heart Association.—The Annual Meeting 
of the American Heart Association will be held at the 
Hotel President, Atlantic City, New Jersey, on June 6 
to 8, 1947, prior to the Annual Session of the American 
Medical Association. Members of the medical profession 
and other interested persons may attend the scientific 
sessions on June 6 and 7. 





The Iraq Government is asking for candidates to fill 
the following posts at the Royal Medical College, 
Baghdad: Professors of Gynecology; of Ophthalmology ; 
of Ear, Nose and Throat Diseases; an expert on Chil- 
dren’s Diseases; and a Director of the Government 
Parasitology Laboratory. Special importance is attached 
to the Professorship of Gynecology and to the expert 
on pediatrics, as the King of Iraq is himself a child 
and suffers from asthma. Private practice is permitted. 

The salary is 150 Iraqi dinars a month (a dinar is 
equivalent to the £ sterling) with a cost of living al- 
lowance of 24 I.D. a month. Passage will be paid out 
and home again on satisfactory termination of contract. 

Apply to the British Foreign Office, London, Eng. 
S.W.1. 
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Atlas of Histopathology of the Skin. G. H. Percival, 
Grant Professor of Dermatology, University of Edin- 
burgh; A. M. Drennan, Professor of Pathology, 
University of Edinburgh; T. C. Dodds, Laboratory 
Supervisor, Department of Pathology, University of 
Edinburgh. 494 pp., illust. $16.50. E. & S. Living- 
stone, Ltd., Edinburgh; Macmillan Co. of Canada, 
Toronto, 1947. 


This book in the best Edinburgh tradition, is a 
delight to peruse at leisure or to have beside one as one 
sits over the microscope at the laboratory bench. It is 
precisely what its title indicates. Of its 494 pages, less 
than 45 are occupied by type. The remaining space is 
given to 489 excellently chosen and beautifully re- 
produced colour microphotographs. These do not seem 
to have been retouched or in any degree sophisticated 
but are exactly what one sees with his eye at the ocular. 
The descriptive matter accompanying each illustration 
is reduced to a minimum, yet it is adequate for anyone 
possessing a small amount of familiarity with histo- 
pathology. 

Notable features which add greatly to the value of the 
book for the general student as well as the dermatologist 
are, a section devoted to the normal histology of the 
skin, with 21 microphotographs; the use of a variety of 
stains beside the conventional hemalum and eosin, 
several depictions of the same lesion often appearing 
stained with various special techniques (always named) ; 
and the microphotographs of cleared specimens of the 
metazoan parasites, such as pulex, cimex, acarus scabei, 
ete. 
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In general the terminology is modern and consistent ; 
the epithelioid carcinomas are properly referred to as 
basal-cell, squamous-cell and basi-squamous carcinoma, 
and the term melanotic sarcoma is abandoned for 
malignant melanoma. Confusion may be introduced 
however over such subjects as ‘‘nevus senilis’’ for which 
verruca seborrhwica and verruca senilis (p. 295) and 
seborrheic wart are given as synonyms, whereas ‘‘ senile 
keratoma’’ (p. 421) is mentioned as to be differentiated 
from (contagious) verruca, although this important pre- 
malignant lesion does not receive any other mention. 

Although good books already exist devoted to 
cutaneous histopathology this book is, for the student of 
dermatology and pathology, an indispensable library 
item. 


Cardiovascular Diseases. D. Scherf, Associate Profes- 
sor of Medicine, New York Medical College; and 
L. J. Boyd, Professor of Medicine, New York Medi- 
cal College. 478 pp., illust. $11.50. J. B. Lippincott 
Company, Philadelphia, Pa., 1947. 


This book is the rewriting of a volume which has 
enjoyed widespread fame and has been translated into 
seven languages. The authors present a detailed dis- 
cussion of cardiovascular diseases with extensive biblio- 
graphy in place of a series of essays on selected cardiac 
problems—ithe method by which the subject was treated 
in former editions. 

The initial chapters deal with the physiology of 
cardiac function. These are followed by a discussion 
of compensation and decompensation, embolism and 
thrombosis. Rheumatic fever with the various cardiac 
manifestations and end results receive adequate atten- 
tion. The chapter on the heart in endocrine disorders 
is especially instructive, as are the chapters on peripheral 
vascular disease. 

The present volume is a worthy successor to previous 
editions which have enjoyed such well deserved favour 
among the medical profession. 


Charles-Edouard Brown-Séquard. J. M. D. Olmsted, 
Professor of Physiology, University of California. 
253 pp. illust. $3.00. The Johns Hopkins Press, 
Baltimore, 1946. 


This volume comprises the Noguchi lectures of 1946 
delivered at the Johns Hopkins Institute of the History 
of Medicine, and completes Dr. Olmsted’s studies of 
the three great French experimental physiologists of 
the nineteenth century—Magendie, Bernard and Brown- 
Séquard. As in his previous books Dr. Olmsted writes 
with admirable clarity and balance, avoiding the 
romantic approach and excursions into dubious psycho- 
analytical channels that mar so much of modern histori- 
cal writings. 

Brown-Séquard’s life is worthy of record. It is the 
tale of a man who shuttled back and forth to the medical 
centres of France, England and the United States and 
did not find his ‘‘spiritual home’’ until at the age of 
sixty-one he achieved the appointment of Professor of 
Medicine at the Collége de France in Paris. He pos- 
sessed the unfailing characteristics that mark the man 
of genius—stupendous energy, restlessness, intuitive in- 
sight. He was a man before his time in the difficulty 
which he encountered in finding anything like adequate 
circumstances in which to pursue his work in experi- 
mental physiology. But in spite of all, his scientific 
achievements were considerable in themselves and in 
what they foreshadowed, and these are well assessed 
by Dr. Olmsted who is a distinguished physiologist. 

This is a book which will be thoroughly enjoyed by 
every medical student and physician. It is no dry 
treatise. The author has a disarming simplicity of style 
and is master of the effective quiet phrase which show 
that the scientific discipline can produce excellent writ- 
ing. Incidentally it is worth recording that, despite 
his curiously hyphenated name which in itself is the 
record of a romantic story, Brown-Séquard shares with 
Sir William Osler the distinction of being inaccurately 
labelled by the erudite Encyclopxdia Britannica. He is 
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termed a ‘‘ British physiologist’’ just as Osler is intro- 
duced as a ‘‘ British physician’’. 


Retinal Structure and Colour Vision. E. N. Willmer, 


Lecturer in Histology in the University of Cam- 
bridge. 231 pp., illust. $4.75. University Press, 
Cambridge; The Macmillan Co. of Canada, Toronto, 
1946. 


This is not a textbook on the physiology of colour 
vision. It is wholly devoted to describing and bringing 
out the arguments in favour of the author’s theory of 
colour perception. The present knowledge, and the lack 
of knowledge, of the anatomy of the rods and cones and 
their retinal synaptic connections is the background for 
Willmer’s conception. He postulates three photoreceptors 
in the sensation of colour. Anatomically he locates 
them as the cone, the light-adapted rod, and the dark- 
adapted rod. The cone relays by way of the midget 
bipolar, the day-adapted rod by the brush bipolar, and 
the dark-adapted rod by the mop bipolar cell. Physio- 
logically these acceptors are, in order, most sensitive 
to red, green and blue. The greater portion of colour 
vision can be explained on the basis of acceptors for 
red and green only, so that the acceptor for blue plays 
only a very subsidiary réle. 

By charting the percentage rod sensitivity against 

“the percentage cone sensitivity, using the photopic and 
scotopic retinal visibility curves, a figure is obtained 
which resembles in many respects the colour triangle. 
The inadequacies of Willmer’s figure can be largely 
explained on the action of the third acceptor. The data 
for isochromatic areas is then found to be easily explain- 
able on the basis of relative rod and cone sensitivity. 
The data on nerve impulse frequency from the rod and 
cones, and saturation, and complementary colours, all 
conform to the theory. The macula is dichromatic, and 
lacks the blue acceptor. This is shown by experiments 
using small test objects, and is confirmed by the 
peculiar anatomy of the bipolar cells in this region 
and the lack of central vision during dark adaptation. 
The ‘anomalies of colour vision can also be explained on 
the basis of this theory. 

To the uninitiated this book would be a complicated, 
incomplete and biased introduction to the physiology 
of colour vision. However, those who are familiar with 
this subject will find it interesting and extremely 
thought-stimulating. It undoubtedly will exert a great 
influence on the study of colour vision and probably 
will raise more criticism than agreement. 


Uterotubal Insufflation. I. C. Rubin, Clinical Profes- 
sor of Gynecology, College of Physicians and 
Surgeons, Columbia University. $11.00. The C. V. 
Mosby Co., St. Louis, Mo.; McAinsh & Co., Ltd., 
Toronto, 1947. 


A book on this subject from the pen of an acknowl- 
edged master demands attention. The title does not do 
full justice to the scope of the work, which includes 
two interesting chapters on the physiology of the 
Fallopian tubes and the relation of ovarian function to 
the physiology. The tubes are described as actively 
functioning organs with peristaltic waves and contrac- 
tions affected by the particular phase of the menstrual 
cycle. Much information has been gained by the use 
of the kymograph, 

Dr. Rubin’s investigations into the possibility of 
passing x-ray opaque substances through the uterine 
cavity and tubes into the peritoneal cavity began in 
1914 and continue to the present day. Though he began 
with the use of collaryol, he soon abandoned it ard in 
1919 he made the first uterotubal insufflation with 
oxygen. Later CO, was substituted. Though he feels 
strongly that uterotubal insufflation with gas is prefer- 
able to the injection of lipiodol and other x-ray opaque 
substances, he gives a detailed description of both 
techniques. 

He makes a good case for the value of uterotubal 
insufflation, not only as a means of determining the 
patency or otherwise of the tubes, and so a measure 
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of prime importance in the study of sterility, but as a 
therapeutic agent in sterility and dysmenorrhea. 


Autopsy Diagnosis. 0. Saphir, Pathologist, Michael 
Reese Hospital. 405 pp., illust., 2nd ed. $5.00. 
Paul B. Hoeber, Inc., Medical Book Department o,f 
Harper & Brothers, New York and London, 1946. 


This handbook on the subject of autopsy work by so 
well-known an authority as Dr. Otto Saphir, can be 
highly recommended to those engaged in autopsy work. 
Chapters I to XXI, inclusive, cover in a thorough and 
readable fashion, the technique of the examination of 
the various regions of the body, and the technique is 
fully illustrated by drawings...The diagnosis of. lesions 
is well served by some 18 tables of differential diagnostic 
points. Chapters XXII, XXIV and XXV give valuable 
hints on the gross pathology of Blood Dyscrasias, Vita- 
min Deficiencies and certain Tropical Diseases respec- 
tively. Chapter XXIII deals with autopsies on Still- 
borns and Infants, and Chapter XXVI is an invaluable 
table of weights and sizes of various organs of infants 
and adults. 

The style makes for easy reading, and the book is 
filled with a fund of detailed information greater than 
that furnished in books of this size and type on this 
subject. 


Buchanan’s Manual of Anatomy. Edited by F. Wood 
Jones, Sir William Coliins Professor of Human and 
Comparative Anatomy of the Royal College of 
Surgeons of England. 1616 pp., illust., 7th ed. 
$10.00. Bailliére, Tindall and Cox, London; Mac- 
millan Co. of Canada, Toronto, 1946. 


The seventh edition of this old favourite is well worth 
recommending. This book is not as familiar to the 
medical profession on this continent as it is in the 
British Isles, where for many years it has been one of 
the most prominent anatomy texts. From the standpoint 
of both student and busy practitioner it has many 
excellent features. Each region is presented as a distinct 
entity and everything dealing with it fully discussed in 
the one place. This makes it an easy book to use for 
reference. In each case the structures and relationships 
are described briefly and lucidly, always with an eye to 
their relative importance, so that not much space is lost 
to academic detail. 

The illustrations are uncluttered and although they 
are not in colour, they are extremely descriptive and 
clear. For the student this text is recommended as a 
readily followed compendium; for the practitioner a most 
useful reference. 


Essentials of Obstetrics and Gynecology. W. A. Scott, 
Professor of Obstetrics and Gynecology, University 
of Toronto; and H. B. Van Wyck, Assistant Pro- 
fessor of Obstetrics and Gynecology, University of 
Toronto. 390 pp., illust. $5.50. Lea & Febiger, 
Philadelphia; Macmillan Co. of Canada, Toronto, 
1946. 


This book fills a vacancy, which has long existed, for 
undergraduate students in this subject. Medical students 
have always been confronted with an endless number of. 
excellent textbooks on this subject, but the size of these 
books alone seemed to overwhelm the average student. 
In this manual, the subject has been reduced to the 
fundamentals, so that the student can grasp the essentials 
and use the larger works for particular problems. 

The Anatomy and Physiology of the Female Genital 
System is very concisely dealt with at the beginning of 
the book. This gives a good opportunity to obtain a funda- 
mental knowledge of this basic subject. Normal obstetrics, 
in all its aspects, is covered very simply and clearly. Ab- 
normal obstetrics, of necessity, is reduced to a minimum. 
All controversial matter is eliminated. This conciseness 
has allowed certain statements to be included which might 
be questioned. For instance, in describing Forceps in 
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the Occipito-Posterior position—‘‘The danger of injury 
to the child and to the maternal soft parts is so great 
that we do not believe the Scanzoni method is advisable 
in modern obstetrics’’. This statement is hardly borne 
out in practical experience. Similarly a description of 
breech extraction is not included, although reference is 
made to this method. Also on the subject of Cesarean 
section—‘‘in cases in which there has been vaginal 
manipulation, or in which there is clinical evidence of 
infection, anything short of a Porro section is contra- 
indicated, and a craniotomy, in many instances, is the 
proper solution’’. Surely a Water’s extra-peritoneal 
Cesarean section is a much more conservative method 
of dealing with these patients. However, the outline 
of abnormal obstetrics is very clearly and systematically 
described. 

The second part of the’ book dealing with Gynecology 
is also condensed in a masterly fashion. The various 
topics are described briefly but pointedly. Of necessity 
various conditions, such as the menopause, are merely 
outlined. 

In this manual the authors have succeeded in covering 
a very large branch of medicine in a simple, clear and 
concise way so that medical students and also many 
practitioners can obtain a good grasp of these two im- 
portant subjects. This book is destined to obtain wide 
popularity. 


Eye Surgery. H. B. Stallard, Assistant Eye Surgeon, 
St. Bartholomew’s Hospital. 444 pp., illust. $11.00. 
John Wright & Sons Ltd., Bristol; Macmillan Com- 
pany of Canada, Toronto, 1946. 


The author has succeeded in producing an extremely 
good book on the principles and practice of eye surgery. 
As he says in the preface, he has not tried to give any- 
thing like an account of all the operations practised by 
eye surgeons for any given condition, but has described 
in each case the operations which he has found, in a 
long experience, to be the most practical and successful. 
He has described these operations in adequate detail, 
emphasizing the difficulties in each case. The chapter 
on Eyelids and Reconstructive Surgery is especially good. 
He has quite evidently drawn on a wide experience in 
describing the details of the different procedures in these 
plastic operations, and these operations are described in 
a simple straight-forward manner that makes it easy to 
understand and to follow the different steps. In the 
chapter on Extraocular Muscles he has refrained from 
enumerating a large number of alternative methods of 
operations, but has described the standard type of opera- 
tion for each type of muscle defect. The chapter on 
Traumatic Surgery covers, in an extremely comprehensive 
manner, the possible reparative measures that can be 
taken in all of the ordinary accidents that occur in an 
industrial practice. 

The book is splendidly produced, with good type and 
good paper, which makes it easily read. 


Integrated Practice of Medicine. H. T. Hyman, Diplo- 
mate, American Board of Internal Medicine. Four 
volumes; separate diagnosis and subject index. 
4621 pp., illust. $55.00. W. B. Saunders Company, 
Philadelphia; McAinish & Co. Ltd., Toronto, 1947. 


The aim of this work is to cover for the general 
practitioner the entire field of medicine, as well as the 
specialties, including dentistry. It also contains brief 
surveys of the preclinical subjects of anatomy, physi- 
ology, pathology and bacteriology, etc. In so far as it 
attempts to help the general practitioner to remain as 
such it is excellently conceived, although the taking in 
of all knowledge (medically) is usually ambitious, even 
with such a well chosen editorial staff as in this case. 
Still it is well worth trying to make the picture of the 
patient as a whole available, and this is what is done 
in these volumes. There still will be a place for the 


monograph and for special works, but in its attempt to 
condense the greater part of medical experience into 
such easily available form this text appears to be highly 
successful. 


A special word of praise may be said for 
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the many excellent colour plates, but the book work is 
first class throughout. 


Penicillin in Neurology. A. E. Walker, Associate Pro- 
fessor of Neurological Surgery, the University of 
Chicago; and H. C. Johnson, Resident Neurological 
Surgeon, the University of Chicago. 202 pp., illust. 
$6.25. Charles C. Thomas, Springfield, Illinois; The 
Ryerson Press, Toronto, 1946. 


The basis of this monograph and most of its content 
is a presentation of experimental studies on penicillin 
in relation to the central nervous system. The many 
original investigations are fully reported and there is 
extensive reference to the work of others. The clinical 
applications on the neurological uses of penicillin are 
presented concisely and clearly. The clinical subject 
matter reflects the neurosurgical viewpoint of the authors 
but all pertinent neurological diseases receive some 
consideration. 

In a preliminary chapter bacteriological aspects of 
penicillin are reviewed in a general way. The next 
section on administration deals largely with intrathecal 
injection which is necessary to produce any high con- 
centration of penicillin in the cerebrospinal fluid. In the 
important chapter on toxicity the possible meningeal and 
radicular reactions are fully considered. There is 
particularly valuable information about the convulsant 
properties of penicillin injected into the cerebral cortex. 

The chapter on treatment of meningitis is important 
and valuable in that decisions are based on the pre- 
ceding careful experimental observations. The relative 
merits of penicillin and sulfadiazine in meningococcal 
meningitis are reviewed with an inconclusive favouring 
of sulfadiazine. In the treatment of pneumococcal 
meningitis the authors suggest alternate cisternal and 
lumbar injection of penicillin at twelve-hourly intervals. 
The recent extensive experience with penicillin in treat- 
ment of war wounds of the brain receives full considera- 
tion. Caution is advised in the direct administration of 
the drug to brain tissue. Treatment of osteomyelitis of 
the skull, venous thrombosis and subdural abscess are 
also considered. The section on the treatment of neuro- 
syphilis is wisely brief and inconclusive. Finally there 
is brief discussion of other antibiotic substances with 
some valuable observations on the neurotoxicity of 
streptomycin. 

The authors are to be congratulated on their careful 
and detailed presentation. Though the subject is a new 
method of treatment with limited accumulated clinical 
experience there is here collected a lot of important 
established experimental observations. The book will 
prove a useful reference manual particularly for neurolo- 
gists and neurosurgeons. 


Penicillin in Syphilis. J. E. Moore, Associate Profes- 
sor of Medicine and Adjunct Professor of Public 
Administration, the Johns Hopkins University. 
319 pp., illust. $6.25. Charles C. Thomas, Spring- 
field, Illinois; Ryerson Press, Toronto, 1946. 


In June, 1943, Mahoney and his co-workers demon- 
strated the effectiveness of penicillin in early syphilis 
in man. Since that time a great deal of work has been 
done on this subject with opinions on its usefulness 
varying from lukewarm to enthusiastic. Moore in his 
present monograph has attempted to supply the informa- 
tion to date. The first four chapters in his monograph 
are devoted to the chemistry, pharmacology and toxic 
reactions of penicillin. The fifth chapter discusses its 
activity in various infections and the bearing of these 
observations on its use in syphilis. Two chapters are 
devoted to penicillin in experimental syphilis and the 
mechanism of its action. 

The remaining chapters are taken up with its use in 
the treatment of syphilis clinically. The most important 
chapter is that devoted to early syphilis. Because of the 
ease with which changes may be noted here, results may 
be observed more clearly and quickly than in late 
syphilis. It is apparent that results with intensive 
arsenical therapy are superior to that with penicillin. 
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He believes, however, that when the dangers of intensive 
arsenical therapy are taken into consideration as well 
as the lapses from treatment in routine arsenical treat- 
ment, the overall picture is better with penicillin. 

He is enthusiastic about penicillin in prenatal and 
congenital syphilis. He advises it in hepatic and benign 
late syphilis and acute syphilitic nephrosis. Its use in 
ocular syphilis is at times valuable, in optic atrophy 
questionable. Little may be said about its use in cardio- 
vascular syphilis as sufficient time has not elapsed. In 
neurosyphilis it is his belief that it has a distinct place 
particularly when combined with fever therapy. He 
draws no conclusions as to its effects in latent syphilis 
except that he recommends it on theoretical grounds. 

The author has given us a fascinating insight into 
the work done in syphilis with penicillin. Those 
interested, and that must include all physicians, will 
derive much knowledge from a perusal of the book. 
Since Moore himself has stated that years must elapse 
before conclusions may be drawn from the use of any 
new drug in syphilotherapy, the reviewer believes that 
the author has drawn too enthusiastic a picture. There 
is still a place for routine arsenotherapy, particularly 
with improved methods of case holding. 


Peripheral Circulation in Health and Disease. R. L. 
Richards, Rockefeller Fellow in Medicine. 153 pp., 
illust. $4.75. E. & S, Livingstone, Ltd., Edinburgh; 
Macmillan Co. of Canada, Toronto, 1946. 


This monograph is based largely upon work done 
in the Neurovascular Unit at Gogarburn Hospital, 
Edinburgh, during the war years. The approach to 
the subject is a clinical one throughout. A review of 
the anatomy and physiology of the peripheral vaso- 
motor system is followed by a short discussion of 
clinical methods pertaining to the examination of the 
peripheral circulation, with particular reference to 
skin temperatures. Consideration is given to the 
effects of spontaneous and imposed variations in vaso- 
motor activity and the book is completed by short 
chapters devoted to the various types of peripheral 
vascular disease. 

The peripheral circulation is a rather neglected sub- 
ject. Much of the available literature concerning it 
is of a confused nature and this monograph, while 
short and incomplete, forms a valuable contribution. 


Pulmonary Tuberculosis. R. Y. Keers, Medical Direc- 
tor, Red Cross Sanatoria of Scotland; and B. G. 
Rigden, First Assistant Medical Officer, Red Cross 
Sanatoria of Scotland. 277 pp., illust., 2nd ed. 
$3.85. E. & 8S. Livingstone Ltd., Edinburgh; Mac- 
millan Co. of Canada, Toronto, 1946. 


This is an excellent little book and it gives a very 
clear, concise and thoroughly up-to-date account of 
pulmonary tuberculosis for the student and general 
practitioner. Emphasis is properly laid on the treat- 
ment of the tuberculous patient as an individual and 
the psychological side of the management of such 
cases is emphasized. The more recent developments 
such as B.C.G. vaccine, pulmonary resection and tuber- 
culous bronchitis are all adequately covered. The 
authors stress the importance of the sanatorium type 
of care for tuberculous patients and also stress bed 
rest as being fundamental. This advice is sound in 
view of the modern tendency to be somewhat carried 
away by the dramatic effect obtained from collapse 
or other surgical treatment. 


Physical Medicine in General Practice. Edited by A. 
L. Watkins. 341 pp., illust. $6.00. J. B. Lippincott 
Co., Philadelphia, London, Montreal, 1947. 


This book is a compendium of the various aspects 
of physical medicine by specialists in the different 
lines of the physicai medicine clinics in the United 
States. It gives a good cross-section of the types of 
physical medicine now in use throughout the United 
States. Although written by 14 different authors, the 
book is quite readable. 
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It covers thoroughly many of the most frequently 
used forms of physical treatment. As is to be expected 
in a book of this type, there are some minor omissions. 
The use of massage, for example, is treated very briefly 
and there is no satisfactory description of the use of 
massage in specific types of treatment. Illustrations 
of the different massage movements commonly used 
would be of value in a future edition. There is a 
very satisfactory and extensive discussion of rehabili- 
tation exercises. The section on fever treatment is 
well done although one feels that the author is a little 
too enthusiastic in the use of fever in brucellosis. 

It is interesting to note that the use of electromyo- 
graphy is now being accepted as standard procedure 
in controlling the re-education of peripheral nerves. 


Tutoring as Therapy. Grace Arthur, Ph.D., Psycho- 
logist, St. Paul, Minnesota. 134 pp. $1.50. The 
Commonwealth Fund, New York, 1946. 


If there is any doctor practising medicine who is in 
doubt of the value of educational direction for those 
children convalescing from illness, particularly when the 
convalescence extends over a long period of time, then 
he would be well advised to glance through this small 
book. 

It is of value primarily to those engaged in the work 
of tutoring the convalescent or crippled child. It con- 
tains many specific examples of what can be done for 
individual cases. 

The book points out that ‘‘the value of tutoring does 
not consist of giving individual attention for its own 
sake, but in adapting the teaching to the specific needs 
of the person to be taught’’. The chapter on ‘‘ Tutor- 
ing as a Community Project’’ is worthy of the con- 
sideration of doctors who are interested in community 
welfare. This presents a plan which seems feasible and 
shows clearly how inadequate are our present facilities. 
From the standpoint of the medical profession, the 
Department of Education should get every encourage- 
ment to advance in this worthwhile work. 


BOOKS RECEIVED 


Cambridge Medical History. Sir Walter Langdon- 
Brown, Emeritus Professor of Physic in the Uni- 
versity of Cambridge. 119 pp. $1.25. The Univer- 
sity Press, Cambridge; Macmillan Co. of Canada, 
Toronto, 1946. 


Chronic Disease and Psychological Invalidism. J. 
Ruesch et al. 191 pp. Psychosomatic Medicine Mono- 
graphs. Published with the Sponsorship of the 
American Society for Research in Psychosomatic 
Problems, New York, 1946. 


Clinics. Vol. V. No. 4. Edited by George M. Piersol, 
Professor of Medicine, Graduate School of Medicine, 
and Professor of Clinical Medicine, School of Medi- 
cine, University of Pennsylvania, Philadelphia. 248 
pp-, illust. $2.00. J. B. Lippincott Co., Phila- 
delphia, London, Montreal, 1946. 


Die Hormonalen Aspekte des Fortpflanzungsprozesses. 
J. Samuels, Chirurg. Frauenarzt Spezialarzt fiir 


endogene Endokrinotherapie. 152 pp. Holdert & Co. 
N.V., Amsterdam, Holland, 1946. 


Die Hormonversorgung des Foetus. J. Samuels, 
Chirurg. Frauenarzt, Spezial Arzt fiir endogene 
Endokrinotherapie, Amsterdam. 320 pp., illust. E. 
J. Brill, Leiden, 1947. 


‘Improvised Equipment in the Home Care of the Sick. 


L. M. Olson, R.N., Superintendent of Nurses, Kahler 
Hospital, Rochester, Minnesota. 265 pp., illust., 4th 
ed. $1.75. W. B. Saunders Co., Philadelphia; 
McAinsh & Co. Ltd., Toronto, 1947. 


Pre-frontal Leucotomy in 1,000 Cases. Board of Con- 
trol (England and Wales). 31 pp. 6d. His 
Majesty’s Stationery Office, London, 1947. 
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